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THE MEASUREMENT OF BLOOD FLOW is an essential 
part of a great many clinical as well as experi- 
mental studies. A great variety of methods have 
been developed ranging from those of extreme 
simplicity to those of a very high degree of com- 
plexity. The investigator must be aware of the 
various methods available to him in order that 
he may select the method best suited to his 
problem. There is no virtue in selecting a highly 
complex method when a simple one might be 
much cheaper and, because of its basic sim- 
plicity, more reliable. The prospective investi- 
gator must know the limitations of the flow 
method to be employed lest he fall into the trap 
of devising an experiment requiring accuracy of 
flow measurement beyond the capabilities of his 
apparatus. A brief and by no means inclusive 
or comprehensive review of some of the principal 
methods for blood flow determination is here 
presented. Comments on advantages and limita- 
tions of the various methods are those of the 
author and might not necessarily find agree- 
ment among the proponents or experienced 
users of the different techniques. An effort has 
been made to avoid the minutiae of technical 
details required for the actual performance of 
pital, Buffalo, New York. 
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the various flow determinations. Emphasis has 
been placed, rather, on fundamental principles. 


CHEMICAL METHODS 


Under this heading are listed the techniques 
involving the Fick principle and other clearance 
techniques. The Fick principle is best known in 
its application to determine cardiac output 
(Fig. 1). 

With the quantities shown in the diagram, 
only the simplest mathematics is required to 
determine that 10 cubic centimeters of blood 
must flow through per minute to provide the 
10 grams of a substance removed by the organ. 
In more abstract terms, given: 


A arterial inflow concentration of ‘* X” 
venous outflow concentration of X” 
amount of material “‘ X”’ added to or removed 
from blood by an organ per unit of time 
blood flow per unit of time 
Q 


A-—V 


This method is commonly employed for the 
determination of cardiac output, or, more pre- 
cisely, right ventricular output. If 


arterial oxygen content 

venous oxygen content 

amount of oxygen consumed from a spirometer 
per unit of time 
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Fic. 1, Illustration of Fick’s principle and clearance 
techniques. 


then, the right ventricular output can be easily 
calculated. Limitations to the usefulness of this 
method are several. The problems of getting a 
reliable “‘slope” to the oxygen uptake curve from 
the spirometer are the same as with measure- 
ments of the basal metabolic rate and involve 
the ability of the patient to co-operate in provid- 
ing a respiratory excursion of relatively smooth 
rate and depth. In addition, the method requires 
‘steady state’? conditions and, hence, one can- 
not, except under most unusual circumstances, 
measure rapid changes in flow. Van Slyke deter- 
minations of oxygen in blood are time consum- 
ing and require the services of highly skilled 
technicians if the results are to be reliable. 
Another clearance technique is the para- 
aminohippurate method (16) for the determina- 
tion of renal plasma flow. In principle, the 
amount of the drug excreted into the urine per 
unit of time is measured along with the concen- 
tration of the material entering and leaving the 
kidney. In actual practice the arterial inflow 
concentration is often assumed to be the same as 
the peripheral venous concentration after a 
foreperiod of constant infusion into a peripheral 
vein. Urine is collected over the study interval 
and the para-aminohippurate concentration 
and urine volume are determined. Renal venous 
concentration is estimated by assuming that a 
constant 88 per cent of the para-aminohippurate 
is removed during a single passage through the 
kidney. The assumption that peripheral venous 
and renal arterial concentrations are identical 
and the assumption that a constant 88 per cent 
of the para-aminohippurate is cleared by a 
single renal passage raise some doubt as to the 
theoretical accuracy of the method. Of course, 
a much higher degree of accuracy can be 
achieved by procuring a sample of arterial blood 
and a sample from a renal vein. The latter can 
be obtained by a difficult retrograde catheteriza- 
tion of the vein. It is always difficult to deter- 


mine how completely the bladder has been 
emptied. A high degree of theoretical accuracy 
can be achieved with this method in experi- 
mental animals in which samples can be ob- 
tained directly from the renal artery and vein, 
A tremendous amount of valuable information 
has been obtained by means of this technique 
in both patients and animals. 

The bromsulfonphthalein (BSP) method (3) 
for the determination of liver blood flow is very 
similar to the para-aminohippurate method for 
the determination of renal blood flow. After a 
foreperiod of infusion of BSP into a peripheral 
vein during which a relatively constant concen- 
tration of BSP in the peripheral venous system 
is attained, the quantity of BSP removed by the 
liver per unit of time is assumed to equal the 
amount of dye being infused per unit of time. 
The BSP concentration in a peripheral venous 
sample is assumed to equal the concentration in 
both the hepatic artery and the portal vein. A 
sample for BSP determination is obtained from 
an hepatic vein by a difficult retrograde cathe- 
terization of the vein. While this is a most in- 
genious and valuable method for liver blood 
flow estimation several assumptions are neces- 
sary. It is not known until the determination has 
been completed whether or not the BSP infusion 
rate was the proper one to maintain a constant 
venous concentration during the study. If the 
venous concentration is either rising or falling 
significantly, the results become difficult to in- 
terpret. One cannot be sure that the sample 
from the hepatic vein is not mixed with caval 
blood to some degree, since this sample is ob- 
tained through a cardiac catheter placed in an 
hepatic vein under fluoroscopic control. Any 
extrahepatic clearance of BSP is ignored. In a 
recent study in our laboratory, it was found that 
the values obtained by this chemical method 
were considerably less reproducible than those 
obtained by a physical method. 

All the chemical methods have a common 
disadvantage in that the results are usually not 
known for several hours after the determination. 
This is due to the time involved in making the 
chemical determinations of concentrations and 
total quantities, as well as calculating the re- 
sults. Hence, the investigator does not know 
whether or not he has adequate samples until 
it is too late to obtain others. Determinations can 
only be made in steady states, when no rapid 
changes are occurring. 
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Fic. 2. Stromuhr of Ludwig. Points A and B represent 
site of vessel cannulation. Meter can be rotated on axis 
(so that points A and B are reversed. 

Fic. 3. Bubble flowmeter. Gas bubble is introduced at 
I, then transit time of bubble from X to Y is measured. 
Bubble is then removed by trap C. 


The indicator dilution techniques are prob- 
ably the most popular chemical methods cur- 
rently employed for the measurement of cardiac 
output. Since Stewart (19) first described the 
method there have been many improvements in 
it. The method requires the rapid injection of a 
measured dose of dye or isotope into a peripheral 
vein or, more commonly, into a cardiac chamber 
through a cardiac catheter. Serial samples of 
arterial blood are then collected for the deter- 
mination of dye concentration or the specific 
activity of isotopes. The flow rate is then 
determined from the following expression: 


I 
§Car 


flow rate 

quantity of injectate 

arterial concentration of injectate 

time from injection to appearance of dye in 
arterial sample 


Two methods for the determination of arterial 
concentration are in common use. One method 
requires the rapid collection of multiple discrete 
samples over the interval of approximately 20 
seconds during which the diluted dye bolus is 
passing the collecting point in the peripheral 
artery. A concentration versus time curve can 
then be plotted from the data so obtained. In 
the second method arterial blood is diverted to 
an external monitoring device. If a dye is used, 
the external monitoring device is a cuvette 
densitometer through which the arterial sample 
flows. If an isotope, such as radioiodinated 
serum albumin, is used, the external monitoring 
device is a radioactivity rate counter (2). With 
cither of these external monitoring devices it is 
possible to obtain a direct recording of instan- 
taneous concentration values. 


It is apparent that the quantity § C dT in the 
aforementioned formula represents the area 
under the curve formed by plotting injectate 
concentration against time. Hence, the expres- 
sion may be written: 


quantity of injectate 


Cardiac output = 
area under curve 


Unfortunately, the concentration curve does 
not fall to the preinjection level after the peak is 
passed since a secondary curve of concentration 
becomes superimposed on the dicrotic limb of 
the primary curve as a result of recirculation 
through the shorter bronchial and coronary 
circuits. For this reason, a significant portion of 
the descending limb of the concentration versus 
time curve is obtained by extrapolation from 
the concentration values recorded prior to the 
appearance of the recirculation curve. 

A great deal of valuable information has 
accrued from investigations on human beings by 
this method, and there is some evidence that 
analysis of the shape of the dilution curve ob- 
tained may yield information regarding the 
degrees of stenosis and insufficiency of certain 
cardiac valves (12). 


PHYSICAL METHODS 


Cannulating methods. The simplest cannulat- 
ing technique is that of placement of a tube 
within a vessel so that all the blood is diverted to 
an external container. The volume of blood 
flowing into the external container per unit of 
time can easily be measured. While the details 
of the method are susceptible to considerable re- 
finement, the basic principle involved remains 
unchanged. The objections to such a method 
are immediately obvious. Rare, indeed, is the 
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Fic. 4. Orifice type flowmeter. The fixed orifice con- 
striction is seen at O. Pressure is measured at P; and P». 

Fic. 5. Turbine type flowmeter. Rate of rotation of 
rotor R is measured by meter M, 


circumstance in which it can be employed in 
humans. Diversion of blood from a vessel to an 
external container removes the usual peripheral 
resistance for that vessel. Certainly, diversion of 
any but the smallest quantities of blood results 
in cardiac and systemic readjustments to hem- 
orrhage which will alter flow. However, this 
method is not without value. The percentage of 
liver blood flow derived from the portal vein as 


Fic. 6. ‘Rotameter. Height to which float F rises in 
conical chamber is determined by rate of flow through 
chamber, 


compared with that from the hepatic artery, 
which we generally accept as classic (1), was 
determined by cannulation and diversion of the 
hepatic venous outflow. 

Probably the first successful cannulating type 
flowmeter which maintained circulatory con. 
tinuity during measurement was the stromuhr 
of Ludwig. In this instrument, illustrated jn 
Figure 2, blood flowed from the proximal vesse] 
into a “U” shaped device and displaced saline 
into the distal vessel. A volume of oil separated the 
inflowing blood from the outgoing saline. When 
the saline charge was exhausted, the “U” 
chamber was rotated end-for-end, reversing the 
direction of flow in it. The blood that had origi- 
nally displaced saline was then discharged into 
the distal vessel as blood flowed in proximally. 
With knowledge of the volume of the “U” 
assembly and the number of times it was filled 
per unit of time, the mean blood flow could be 
measured. 

The bubble flowmeter as developed by Soskin 
and his associates (17) requires cannulation of 
the vessel in which flow is to be measured. As 
the flowing stream is diverted through an ex- 
ternal conduit of uniform diameter, a gas bubble 
is injected into the moving stream and the 
transit time from one point to another in the 
external circuit measured (Fig. 3). By using the 
crosssectional area of the conduit and the veloc- 
ity of the gas bubble the mean flow per unit of 
time can be calculated. Automatic recording 
instruments have been constructed making use 
of this principle (11). The bubble flowmeter has 
relatively low resistance as compared with many 
of the other cannulating devices. Although the 
flow measurements are intermittent, they can 
be made often enough to reflect rapid changes in 
flow. This device is suitable primarily for low 
flow systems because of “‘slippage”’ of the bubble 
if large tubing is used. The upper flow limit is 
probably about 200 cubic centimeters per 
minute. 

The orifice flowmeter requires cannulation 
of the vessel in which flow is to be determined in 
order that a fixed orifice plate may be inserted 
in the stream (Fig. 4). By recording differential 
pressure between points P; and Pz the flow rate 
can be obtained from the relationship: 

F = C(P,—P,) 
F = flow rate 
a calibration constant for a given flowmeter 
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This calculation can be further refined but 
the formula given serves as an adequate ap- 
proximation. The mathematics by which this re- 
lationship is determined need not be dwelt upon 
here. Suffice it to say, the principle involved is 
quite sound (13). This method has the advan- 
tage that it enables instantaneous flow record- 
ing. This principle was employed to obtain the 
instantaneous flow recordings from coronary 
arteries that are accepted as classic contribu- 
tions (7). One objection to the method, in addi- 
tion to those common to all cannulating tech- 
niques, is the added resistance to flow produced 
by introduction of the orifice into the flow 
stream. 

Another type of cannulating flowmeter is the 
turbine-type, a typical example being the 
Potter-Bowser electroturbinometer (14). This 
flowmeter consists of a turbine or rotor sus- 
pended in a tube through which the blood must 
flow for rate to be measured (Fig. 5). The speed 
of rotation of the turbine is determined by the 
velocity of the moving blood. An alternating 
current is generated by the rotor, the frequency 
of which varies with blood velocity; hence, flow 
rate can be measured. Although the flow cali- 
bration curve of this instrument is nonlinear at 
low flow rates, apparently the calibration has 
good stability (14). This device can be em- 
ployed only for the measurement of relatively 
high flow rates. An accepted range is 0.5 to 14 
liters per minute. 

The rotameter principle is illustrated in 
Figure 6. For each rate of flow through the 
conical tube, the float position is determined by 
the balance of the upward force (cross sectional 
area of float times pressure drop across float) and 
the downward force (weight of float less the 
weight of the displaced fluid) (8). This flow 
measuring device is extremely simple and may 
be constructed of easily available plastic ma- 
terials at insignificant cost. Refinements of 
rotameter design permit continuous electrical or 
optical recording of flow rates. 

Disadvantages in the use of the rotameter in- 
clude nonlinearity of calibration and absence of 
response to reverse flow. In addition, of course, 
the method suffers from all the disadvantages in- 
herent in any cannulating technique. 

In final assessment of the cannulating types of 
flow measurement, it must be acknowledged 
that they are very unphysiologic since insertion 
of anything into the flow stream can be expected 


Fic. 7. Thermostromuhr. Vessel is heated at point H. 
Temperature is measured by thermocouples at 7; and 
To. 


to alter the nature of the flow. Most such 
methods require systemic heparinization of the 
subject. By their very nature, these methods are 
inapplicable to studies in human beings. 

Noncannulating methods. Thermal.—The first 
successful measurement of flow rates through 
unopened blood vessels was made by means of 
the thermostromuhr of Rein, perhaps more 
correctly called the Thomas flowmeter (9), 
which is illustrated in Figure 7. In this method 
the blood is heated by means of an electrode at 
an exposed point on a vessel. Temperature 
measurements are then made proximal and dis- 
tal to the heating electrode by the use of thermo- 
couples. The slower the stream of blood is mov- 
ing, the more that segment is heated before it 
reaches the downstream thermocouple and the 
greater is the temperature difference between 
the thermocouple upstream from the heating 
electrode as compared with that downstream 
from it. Conversely, the greater the velocity of 
the blood flow, the less the temperature differ- 
ence. 

While this method has yielded much useful 
information, it has never been completely under- 
stood; the instruments were extremely unstable 
and difficult to calibrate, and the response time 
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Fic. 8. Mechanical plethysmograph. Venous outflow 
occlusion produced in finger tip by cuff O. Volume 
change in chamber C produced by continuing arterial 
inflow recorded by meter M, 
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Fic. 10. 


Tic. 9, Electromagnetic flowmeter. Magnetic field is 
supplied by electromagnet M, Induced ‘‘flow” voltage 
is measured from and 

Fic. 10. Ultrasonic flowmeter. Transducers 7, aud 7» 
act alternately as transmitters and receivers. 


was far too slow to reflect instantaneous flow 
changes. 

Mechanical.—An estimation of the blood 
flow to a portion of an extremity may be made 
by means of the mechanical plethysmograph 
(4). The principle is illustrated in Figure 8. The 
volume change produced by arterial inflow into 
the part enclosed in a rigid chamber is measured 
after abrupt occlusion of the venous outflow. 

This method can be applied to the study of 
peripheral vascular disease in patients with a 
minimum of preparation and manipulation. 
There are very real difficulties in its use and in- 
terpretation, however, since the inflow volume 
change must be measured on almost the first few 
heart beats after venous occlusion. Inflow drops 
progressively with outflow occlusion. The vol- 
ume change recorded is difficult to express in ab- 
solute terms and, for this reason, it is often better 
expressed as a relative change before and after 
the administration of a drug or after manipula- 
tion. In addition, there is reason to believe that 
the circulation in the most distal parts of the 
extremities, susceptible to study by this method, 
behaves differently from the circulation more 
proximally. 


Electronic.—The electromagnetic principle 
introduced by Kolin (10) and Wetterer (20) in 
1936 has recently been further developed by 
Denison and Spencer (5) into a practical blood 
flowmeter. The principle, illustrated in Figure 
9, stems from one learned in elementary physics, 
that is, if a conductor of electricity is moved 
through a magnetic field, a voltage is induced 
across the conductor proportional to the number 
of lines of force cut per unit of time. A moving 
stream of blood is a moving conductor of elec- 
tricity by virtue of its ionic concentration. A 
magnetic field can be supplied about this moving 
conductor by an external magnet assembly 
which simultaneously controls vessel dimensions. 
The induced voltage that results can be meas- 
ured from appropriately placed electrodes in 
contact with the vessel and calibrated in terms 
of flow. 

Without burdening the reader with the elec- 
tronic details, it can be said that many major 
hurdles in circuitry have been successfully met 
and solved in the development of this type of 
meter. The result is an instrument of consider- 
able electronic complexity but one possessing 
unique advantages. It enables the user to meas- 
ure both instantaneous and mean flow through 
surgically exposed but unopened blood vessels. 
A high degree of accuracy can be achieved in 
calibration and this calibration remains stable 
for long periods of time. Successful measure- 
ments can be made on both arteries and veins. 
Flow can be instantaneously and continuously 
recorded so that rapid changes in unsteady states 
can be studied. Total left ventricular output 
(less coronary flow) can be recorded from the 
ascending aorta (15). Total right ventricular 
output can be measured on the main pulmonary 
artery. Successful measurement of flow has also 
been made on coronary arteries. 

The electromagnetic method is not without its 
problems. The equipment required is highly 
complex, its adjustment critical, and it is fairly 
expensive. Since surgical exposure of the vessel 
in which flow is to be measured is required, the 
circumstances can hardly be termed “‘physi- 
ologic.” An additional disturbing fact is that 
each vessel through which flow is measured must 
be occluded, at least momentarily, in order to 
determine zero flow. It is to be hoped that a 
method for obtaining a reliable ‘‘electronic zero 
flow” that does not require vessel occlusion will 
soon be forthcoming. 
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The flow sensing devices or probes are ex- 
tremely difficult to construct and quite fragile. 
While probes have been successfully implanted 
in animals (18), enabling chronic studies in un- 
anesthetized subjects, the embedding plastic 
creates problems because of its hygroscopic 
tendencies, since absorbed water may progres- 
sively “‘short-out” the flow signal. Furthermore, 
there is no way to obtain zero flow with any as- 
surance when using implanted probes. In spite of 
the difficulties mentioned, this flow-measuring 
technique would appear to have great potential 
application to animal experimentation as well as 
to studies in human patients. 

Perhaps the most recently developed blood 
flowmeter is the ultrasonic type shown in Figure 
10. This device is admittedly in embryonic form 
at this writing. The principle involved requires 
the placement of two transducers at different 
points on an exposed vessel. Barium titanate 
crystals have been used for this purpose. A high 
frequency or ultrasonic signal is coupled into and 
out of the moving liquid contained within the 
vessel via the transducers. The two transducers 
function alternately as transmitter and receiver. 
The basic measurement required is the transit 
time of the ultrasonic signal from the upstream 
transducer to the downstream transducer and 
vice versa. The downstream transit time is short- 
ened by a factor proportional to the flow velocity 
while the upstream transit time is similarly 
prolonged. Either the transducers must be 
placed in a cylinder which encases the vessel or 
some other means must be used to determine 
vessel dimensions. Blood velocity can be de- 
termined from the transit time; then, using vessel 
dimensions, actual volume flow can be deter- 
mined. 

Most of the advantages stated in the preced- 
ing section on electromagnetic flowmeters are 
equally applicable here. The equipment re- 
quired for ultrasonic flow measurement is ex- 
tremely complex and, at the present time at 
least, virtually requires the full time services of 
an electronic engineer for successful operation. 
This method is beset by the same problem of 
inability to determine zero flow without vessel 
occlusion that one encounters with the electro- 
magnetic flowmeter. 

One of the highly intriguing possibilities sug- 
gested by this technique is that eventually tiny 
transducers might be implanted on human ves- 
sels during a variety of surgical procedures. 


Electrical leads could be brought to the skin 
surface and connections made to recording 
equipment at intervals of days to weeks, after 
which time, the leads and transducers could be 
extracted by simple axial tension. 


SUMMARY 


An attempt has been made to describe in brief 
some of the more commonly used methods for 
the determination of blood flow. Comments 
have been made on the advantages and dis- 
advantages of the various methods. Major strides 
have been made in recent years in the develop- 
ment of techniques that have enlarged the 
sphere in which flow measurements can be made 
in human patients. With the aid of engineers in 
both the mechanical and electronic fields, there 
is every reason to expect considerable future 
refinements in current techniques as well as the 
introduction of new and better ones. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 


EYES 


Subconjunctival Administration of Soframycin in the 
Treatment of Corneal Infections. D. AINsLIE and 
J. E. Catrns. Brit. 7. Ophth., 1960, 44: 25. 


SoFRAMYCIN is an antibiotic extracted from the mold 
Streptomyces decaris and has been under evaluation 
since 1954. It may be used topically as an ointment or 
by means of drops but has no particular advantage in 
this respect over other broad spectrum antibiotics. 
Uniquely, it appears to be almost nonirritating when 
injected subconjunctivally into the rabbit or into the 
human in doses up to 500 mgm. It is readily soluble in 
water. 

The authors report the clinical study of 30 patients 
with corneal infection who were treated by the sub- 
conjunctival injection of 100 to 500 mgm. of sofra- 
mycin in 1 c.c. of water. The common dosage in the 
study was 500 mgm. as a single dose treatment. 
Bacteriologic studies were made in all cases, but the 
results were positive in only 11 eyes. Previous chemo- 
therapy had been applied in almost every case, which 
may contribute to the large percentage of negative 
bacteriologic results. 

In 21 cases there was rapid improvement after a 
single injection and in 7 others there was slow im- 
provement. Two patients did not appear to benefit 
from this therapy. In one of the failures, subsequent 
injection of penicillin and streptomycin into the con- 
junctiva was effective. One proved infection with 
Pseudomonas aeruginosa responded satisfactorily. 
In no case was there any untoward reaction after sub- 
conjunctival injection and there was very little pain 
caused by this procedure. No local anesthetic was 
added to the solvent, but topical 4 per cent cocaine 
was used before the injection to provide a satisfactory 
local anesthesia. — Arthur H. Keeney, M.D. 


Stenosis of the Aqueduct of Sylvius. L. P. Lassman, 
J. F. Cutten, and J. M. L. Howar. Am. 7. Ophth., 
1960, 49: 261. 

UNusuAL VISUAL FIELD DEFECTS are reported in a case 

of stenosis of the aqueduct of Sylvius in a child. Few 

such cases have been recorded in the literature. 

_ Hughes as well as Duke-Elder have reported rela- 

tively frequent paracentral scotomas due to early in- 

volvement of the posteriorly situated macular fibers; 

Pennybacker reported bilateral central scotomas 

attributed to compression of the optic nerves by the 

dilated third ventricle; and Hughes states that small 


paracentral scotomas in the apex of the inferior tem- 
poral quadrant are the first changes to occur. 

Binasal field defects have been attributed to crowd- 
ing of the optic nerves against the resistant vessels of 
the anterior part of the circle of Willis. The optic 
nerves are pushed laterally against the internal carotid 
arteries. 

The preoperative visual fields presented a well 
marked upper temporal quadrantic defect in the left 
eye for 3/2000 red, and a less well marked similar 
defect for 2/2000 white which would be expected from 
a lesion situated below the chiasm or optic nerve, in- 
dicating, as it does, pressure on the inferior surface of 
one or other of these structures. However, all other 
aspects indicated that this was a case of stenosis of the 
aqueduct with dilatation of the third ventricle. The 
diagnosis was confirmed by myodil ventriculography. 

The postoperative visual fields showed that the 
upper temporal quadrantic defect for 2/2000 white 
had resolved, and that that for 3/2000 red was much 
less marked. 

The most likely explanation is that the enlarged 
third ventricle forming, as it were, a soft swelling 
above the chiasma had pushed this structure down 
against a more resistant surface below, causing dam- 
age to its under aspect. It is also probable that the 
chiasm had been pushed forward as well as down- 
ward due to the anatomic relationship between the 
chiasm and ventricle. — Joshua Zuckerman, M.D. 


A Report of an Unusual Self-Inflicted Eye Injury. 
Ricuarp M. Copennaver. Arch. Ophth., Chic., 1960, 
63: 266. 

Tuis ts A REPORT of a self-inflicted eye injury in a 34 
year old woman. A severe conjunctival ulcer in the 
left eye and a conjunctival and corneal ulceration in 
the right eye resulted from the patient’s placing an 
aspirin tablet in the conjunctival sac and scratching 
with the fingernails. 

The difficulty in making the diagnosis is stressed. 
Before the diagnosis was made, the right eye required 
enucleation. 

The treatment is restraint of hands and psychiatry. 
A discussion follows on self-inflicted wounds reported 
in the past. —Earl H. Merz, M.D. 


Malignant Melanoma of the Uvea. James H. Scruccs. 
Am. F. Ophth., 1960, 49: 594. 


THE AUTHOR states that malignant melanoma of the 
uvea occurs from 2 to 6 times in each of 10,000 eye 
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patients seen. The average age incidence is approx- 
imately 50 years. It is rarely found in patients less than 
30 or more than 80 years of age. 

The majority of malignant melanomas arise in the 
choroid. In a series of 271 tumors reported by Reese, 
224 appeared in the choroid, 24 in the ciliary bodies, 
and 23 in the iris. 

Histologically, these tumors are divided into spindle 
A and B types, fascicular, epithelioid, and mixed 
types. The prognosis becomes increasingly worse with 
each type in the order listed. 

The author states that benign melanomas may 
spontaneously become malignant, or that this change 
may be precipitated by long standing irritation or in- 
flammation. Thus, phthisical eyes should always be 
viewed with suspicion. 

The ophthalmoscopic picture is of the greatest 
value in diagnosis once the lesion has been suspected. 
In the simple case an elevated pigmented lesion, 
globular in shape, may be visualized. However, the 
almost constant association with retinal detachment 
makes differential diagnosis difficult. The use of the 
slit lamp may give some help in differentiating a 
serous from a solid detachment. The technique of 
transillumination is helpful, particularly in anterior 
segment tumors. Biopsy, either of the tumor itself or of 
the subretinal fluid, has been tried with questionable 
success. 

Once the diagnosis has been established with 
reasonable certainty, the treatment of choice is 
enucleation. If extraocular extension has occurred, 
exenteration is indicated. In some cases of circum- 
scribed tumors of the iris, iridectomy alone will be 
sufficient. 

In a large series of 1,600 cases the mortality rate in 
500 after 5 years was 48 per cent. In 200 cases in which 
a 10 year follow up was obtainable, the mortality rate 
was 66 per cent. In a further 500 cases considered in 
relationship to cell type, the mortality rate varied 
from 6 per cent in spindle A to 71 per cent in epitheli- 
oid. The presence or absence of argyrophil fibers 
showed a relatively close relationship to the previously 
stated histologic cell types. Extraocular extension is a 
grave prognostic sign. Death from metastases may 
occur as late as 20 to 25 years after enucleation. 

For patients with spindle A or spindle B type 
tumors the average time between enucleation and 
death was 10.5 years. Of those with fascicular, epi- 
thelioid, or mixed tumor, the average survival period 
was 3.8 years. However, compared with malignant 
melanoma elsewhere in the body, the prognosis is 
better when the tumor occurs in the eye, perhaps due 
to the localizing influence of the sclera. 

Several case reports are included. 

—Jj. Winston Duggan, M.D. 


Progress of Metastatic Carcinoma of the Choroid 
Secondary to Mammary Neoplasm. D. STENHOUSE 
Stewart. Brit. J. Ophth., 1960, 44: 53. 


Tuis Is a unique case report of a 49 year old woman 
who had undergone right radical mastectomy 4.5 
years previously for stage II carcinoma. She had sub- 
sequently been under regular observation and treat- 
ment by radiation. Sudden visual loss in the left eye 
occurred 3 days prior to initial consultation. Exami- 


nation of the fundus revealed an elevated macular 
lesion, the cause of which was questionable, but which 
was considered to be possibly one of multiple blood 
spread metastases. Refractive evaluation twice q 
month generally showed an increasing amount of 
hyperopia from her basal error of +1.5 diopters to a 
final refraction of +6 diopters over the course of 3 
months. Gross detachment followed and the eye was 
removed. Weight loss and pelvic and skin involvement 
became apparent and the patient expired 1 year after 
the initial ophthalmic report. Surprisingly, during the 
3 months of refractive measurement, acuity was main- 
tained in the range of 6/9 to 6/18 in spite of what was 
obviously a large subretinal metastasis. The patient, 
although doomed by carcinomatous metastasis, had 
exceeded the “5 year survival period” 1 month prior 
to enucleation and 7 months prior to her death. 
—Arthur H. Keeney, M.D, 


Effect of Early Ambulation on the Incidence of Post- 
operative Complications of Cataract Surgery. Nor- 
vaL E. Curisty. Am. 7. Ophth., 1960, 49: 293. 


THE EFFECT of early ambulation on the incidence of 
postoperative complications of cataract surgery is 
discussed. 

In the past 10 to 15 years, more secure methods of 
corneoscleral wound closure and the demonstration 
by general surgeons of the benefits of early ambula- 
tion in preventing such complications as pneumonia, 
phlebitis, and loss of muscle tone and strength have 
emboldened ophthalmologists to allow their patients 
to get out of bed sooner postoperatively. 

Three thousand cases are reported, divided into 3 
groups of 1,000 each. Varying amounts of postopera- 
tive activity were permitted in the 3 groups. The pa- 
tients in one group remained in bed for 8 days; those 
in the second group for 1 day; and the patients in the 
third group walked from the operating table to bed 
and were permitted to move about as they wished. 

Radical increase in the amount of ambulation and 
activity after cataract surgery did not result in a 
radical increase in the complications, even when 
corneoscleral wounds were not sutured but were held 
in apposition by a bridge of conjunctiva about 2 mm. 
wide. Small increases were noted in the incidence of 
striate keratitis, delayed formation and nonformation 
of the anterior chamber, bulging wounds, and iris 
incarceration. There was no significant increase in 
the incidence of iris prolapse, early or late hyphema, 
or choroidal hemorrhages, and the visual results were 
almost identical in the 3 groups of cases. 

—Joshua Zuckerman, M.D. 


A Combination of Congenital Cataract and Cerebral 
Palsy in a Brother and a Sister. JOHANNA BLUMEL, 
E. Burke Evans, and G. W. N. Eccers. Arch. Ophth., 
Chic., 1960, 63: 246. 


Tuis 1s a case report of a brother and sister with a 
combination of congenital bilateral cataracts and an 
unusual aspastic spastic type of cerebral palsy. 

A complete discussion of possible etiology follows 
the presentation. 

The striking similarity of the findings and strong 
resemblance of the children suggest a recessive 
autosomal type of inheritance. However, it is not 
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ible to determine whether the condition is due to 
hereditary factors or is exogenously conditioned. 
anil —Earl H. Merz, M_D. 


EAR, NOSE, AND SINUSES 


Indications for Tympanoplasty. Horst Wu LLsTEIN. 
Arch. Otolar., Chic., 1960, 71: 380. 


Every VARIETY of lesion of the sound conducting sys- 
tem of the middle ear, not due to otosclerosis, may be 
regarded initially as amenable to improvement by 
tympanoplasty, including cases in which active sup- 
puration is present. As criteria of suitability, a number 
of features are mentioned: first, cochlear reserve 
should be as good as or better than that regarded as 
necessary for a fenestration operation for otosclerosis; 
second, the eustachian tube should be patent; and 
third, there should be no impairment of the round or 
oval windows, best indicated by a substantial im- 
provement in hearing when a temporary prosthesis is 
used in the round window recess or in the oval win- 
dow. Failure of the prosthesis test may still, however, 
be due to a reversible pathologic condition. The 
acoustic probe has not proved to be valuable; Zéllner 
uses it very little and the author doubts that it has 
any value. 

Usually, when both ears are deaf, the one with the 
poorer bone conduction should be operated on first; 
but the operation required for the poorer ear may be 
more complex and therefore less likely to succeed 
than that on the better ear. When one ear is totally 
deaf, there may still be good reasons for operating 
on the one remaining ear, particularly if the necessary 
surgical procedure appears to be simple; but when 
such a case is likely to be difficult it is well to limit the 
operation to procedures that do not approach the 
windows. Pure tone audiometry is a necessary pre- 
liminary to operation, but masking must be exact; 
speech and other hearing tests are not essential. When 
infection is present, preoperative treatment with ap- 
propriate antibiotics and cortisone should be given 
for a limited period; it is not necessary to embark on a 
protracted course of treatment that may never result 
in a dry ear and that may complicate infection by the 
development of allergy. Irradiation therapy is of 
limited value in the control of infection. The author 
believes that, in general, the type of operation used in 
a given case should be the most simple likely to suc- 
ceed. — John R. Lindsay, M.D. 


and Ossicular Prostheses in 
ROWN Farrior. Arch. Otolar., 


bar Repositionin 
ympano J. 

Chie 1960, 71. 
IN TYMPANOPLASTY, ossicular repositioning and ossicu- 
lar prostheses are advocated to preserve the air space 
of the middle ear cavity and to ensure more adequate 
transmission of sound to the stapes footplate. Among 
indications for ossicular repositioning, the strongest is 
complete destruction of the stapedial arch without 
loss of mobility of the footplate; if the incus is ade- 
quate for the purpose, its short process is dislocated 
from the incudal fossa and the long process, or as 
much of it as remains, is depressed, after the mobili- 
zation of the malleus, to touch the footplate. When 
the long process of the incus is completely destroyed, 


SURGERY OF THE HEAD AND NECK 113 


a similar procedure may be used by bringing the 
short process down and into contact with the mobile 
footplate. When the incus is absent, it is often possible, 
after partially freeing the malleus, to bring it into con- 
tact with the remaining head of the stapes; or, if the 
crura are also destroyed, the head of the malleus may 
be rotated to contact the footplate with or without 
the additional use of a reconstructed crus of bone or 
of stainless steel crimped around the malleus head. 

When nothing remains but the footplate, a bone 
columella is used between the footplate and a skin 
graft. Inert prostheses are foreign bodies and may 
encourage infection. For this reason the author pre- 
fers ossicular repositioning or bone columellae when- 
ever possible, but there are situations in which this is 
impossible, and prostheses, preferably of stainless 
steel, will be necessary. One such situation is the pres- 
ence of tympanosclerosis in the region of the stapes 
where fibrosis or bony refixation of the stapedial 
crura is most likely to occur. Vein grafts are of value 
in preventing fibrous obliteration of the middle ear 
air space in an extremely denuded middle ear. Such 
grafts applied to the inside of a reconstructed drum 
may discourage necrosis of its central portion. 

— john R. Lindsay, M.D. 


A Statistical Review of 177 Tympanoplasties Per- 
formed in 1957-1958. Bruce Proctor. Arch. Otolar., 
Chic., 1960, 71: 469. 


OF Four type 1 tympanoplasties (myringoplasties), 
three resulted in hearing losses of less than 20 decibels 
(average of 0.5, 1.0, and 2.0 k c/s); the average hear- 
ing improvement in the 4 patients was 15.6 decibels. 

In fifty-seven type 2 procedures (meatoantrotomy 
and atticoantrotomy) the hearing loss was reduced to 
30 decibels or less in 63 per cent; the preoperative 
bone conduction level was worse than 15 decibels in 
31.6 per cent; 14 per cent of patients suffered in- 
creased losses of 5 decibels or more; and the group 
average hearing gain was 10.4 decibels. In nineteen 
type 2 procedures in which the bridge was preserved, 
the average hearing gain was 10.7 decibels, whereas in 
25 cases in which the bridge was removed, the average 
gain was 10.5 decibels. This suggests that an intact 
bridge is less important than previously supposed. 

In forty-four type 3 procedures (columella effect, 
with drum or graft on stapes head) 52 per cent of pa- 
tients reached the 30 decibel hearing loss level; 27 per 
cent surpassed the 20 decibel level; and 16 per cent 
were worsened, the average gain in the group being 
10.9 decibels. 

In sixty type 4 procedures (graft or drum on prom- 
ontory) 28 per cent of patients reached the 30 decibel 
level and 6 per cent suffered increased losses, the 
group average being a gain of 10.9 decibels. Nearly 
50 per cent of these patients had preoperative bone 
conduction losses of more than 15 decibels. 

Of twelve type 5 procedures (type 4 with fenestra- 
tion) 41.6 per cent of patients reached the 30 decibel 
level and 17 per cent suffered increased hearing 
losses. In the total series of 177 cases, perforations 
developed in 20.9 per cent, older patients showing a 
greater tendency towards perforation. 

The author emphasizes the dangers of fenestration 
and of manipulation of the footplate in the presence of 
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active disease and claims that, despite some failures, 
tympanoplasty is a procedure well justified by the 
over-all results. —John R. Lindsay, M.D. 


Myringoplasty. Witt1aM F. House. Arch. Otolar., Chic., 
1960, 71: 399. 


As A PRELIMINARY to myringoplasty, thorough evalu- 
ation of the ear, best carried out by the use of a tem- 
porary drum patch or of the acoustic probe, is neces- 
sary to determine that the only defect is the perfora- 
tion. The endaural approach should be used, and it 
often proves necessary to thin the anterior bony wall 
to allow adequate visualization of the anterior portion 
of the annulus. 

In preparing the graft bed, as many vessels as 
possible should be exposed in those areas where the 
graft is to be applied to ensure preservation of the 
graft; removal of the cutis strip, the leash of vessels 
running into the area of Shrapnell’s membrane, 
should be conservative to allow these vessels to main- 
tain the blood supply of the upper portions of the 
drum. The skin graft should be of three-quarter 
thickness; thick enough to contain the dermal plexus 
but not too thick, since necrosis may occur before an 
adequate blood supply can develop. The graft should 
be cut, handled, and packed in position with gelfoam 
in such a way that its blood vessels are not damaged 
or occluded by pressure. The patient should avoid 
noseblowing and Valsalva maneuvers for 1 week. Two 
weeks’ cover with antibiotics is advised. 

—John R. Lindsay, M.D. 


The Surgical Significance of Stapedial and Laby- 
rinthine Anatomy. Barry J. ANSon and THEODORE 
H. Bast. Arch. otolar., Chic., 1960, 71: 188. 


OF PRACTICAL IMPORTANCE are the microscopic dis- 
tances that intervene between the vital parts of the 
otic labyrinth and the footplate of the stapes. The 
following measurements represent these relationships: 
anterior part of the oval window (vestibular fenestra) 
to the sacculus, 0.75, 1.0, or 1.6 mm., depending upon 
whether the level be high or low; anterior part of the 
window to the internal auditory meatus, 1.75 mm.; 
upper part of the window to the utriculus 0.5 mm.; 
posterior and more inferior part of the window to the 
utriculus, 1.0 to 1.6 mm.; anterior part of the stapedial 
base to the proximal extremity of the cochlear duct, 
0.3 mm. 

These figures should convince the endaural surgeon 
that manipulating a fine hook, needle, or chisel held 
between the fingers some distance from its point in 
an attempt to move or pierce a resistant object to a 
distance which should not exceed 1 mm., requires an 
unusually accurate kinesthetic control. Furthermore, 
in the event of a break through the stapedial foot- 
plate, annular ligament, or adjacent wall of the win- 
dow, the direction and depth of the thrust are of great 
significance. 

These anatomic observations mean that the prox- 
imity of the base of the stapes to the vestibular parts 
of the endolymphatic duct system and the fragility 
of the stapes itself require procedures in stapedial 
mobilization which are of the most refined order en- 
trusted to hands of exquisite kinesthetic sensibility. 

—John F. Daly, M.D. 


A New Technique in Stapes Mobilization. Bruce Cor- 

nisH. WV. Zealand M. F., 1959, 58: 777. 

‘THE AUTHOR PROPOSES the theory that a strong con- 
traction of the stapedius muscle would exert a force 
sufficient to break down the otosclerotic focus which 
fixes the stapes or to produce a fracture at an ana- 
tomically suitable site. 

The strong contraction of the stapedius muscle is 
accomplished by delivering a faradic current to the 
stapedius tendon. The usual transmeatal approach is 
made to the middle ear and the stapes is exposed and 
tested for fixation with a fine probe. 

The author states that in several cases the stapes 
became freely mobile immediately with no manual 
manipulation of any kind. In other cases, however, 
the gentle pressure with a probe on the neck of the 
stapes produced mobilization. Stimulation with farad- 
ic current may produce marked discomfort requiring 
general anesthesia. 

Audiograms of 5 cases are shown, indicating clo- 
sure of the air-bone gap. —John F. Daly, M.D. 


Oval Window and Round Window Surgery in Ex. 
tensive Otosclerosis, a Preliminary Report. WiLu1Am 
F. House. Arch. otolar., Chic., 1960, 71: 156. 


THIs ARTICLE is a preliminary report of fenestration of 
the oval window and round window with the diamond 
drill in advanced cases of otosclerosis. In those pa- 
tients with extensive otosclerosis in whom the thick- 
ness of the footplate is so great that it cannot be mo- 
bilized with any of the currently used needle, chisel, 
or gouge techniques, the removal of the otosclerotic 
bone can be accomplished with the diamond stone. 

The middle ear is exposed through the conventional 
stapes mobilization approach. The stapes tendon is 
severed and the stapes head and crura are removed. 
The thick, otosclerotic bone filling the oval window is 
then removed with a diamond stone. The stone is per- 
mitted to revolve very slowly in order to avoid heating 
and damage to the inner ear. The oval window area 
is gradually thinned so that it becomes bluish in 
appearance. A piece of No. 90 polyethylene tubing 1s 
then shaped and fitted from the lenticular process of 
the incus to the footplate. When the strut is properly 
fitted and placed, the thin footplate is gently shattered 
by means of a chisel. 

Closure of the round window by otosclerosis does 
occur. Nager and Fraser reported histologic findings 
of 6 cases of total otosclerotic closure of both windows. 
House reports results on 6 cases in which the oto- 
sclerotic bone closing the round window was removed 
with the diamond stone. 

From these cases, the author concludes that opera- 
tion on the round window in far advanced otosclerosis 
is a worthwhile procedure, but he believes that fur- 
ther investigation needs to be made to establish the 
indications and contraindications for this procedure. 

—John F. Daly, M.D. 


The Surgical Treatment of Malignant Tumors of the 
Ear and Temporal Bone. Joun J. ConLEy and ALVIN 
J. Novack. Arch. Otolar., Chic., 1960, 71: 635. 


MALIGNANT NEOPLASMS of the ear are uncommon. The 
vast majority occur on the auricle, with decreasing 
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incidence in the ear canal, the middle ear, and tem- 
poral bone. 

Occurrence in the male is significantly commoner 
than in the female. The age group with cancer of the 
auricle is older than that with cancer of the ear canal 
or temporal bone. 

Thirty-eight per cent of the patients gave a history 
of infection of the external canal or middle ear in can- 
cers of the canal, and 28 per cent gave a history of 
otitis media in cancers of the middle ear. 

Diagnosis of cancer of the middle ear and temporal 
bone is usually delayed because of concealment and 
paucity of symptoms in the early stages. Roentgen- 
ography is of little assistance in the early phases of 
the disease. 

Squamous cancer is the dominant type of neoplasm. 
Basal-cell cancer is not uncommon on the auricle, and 
adenocarcinoma is less frequent in the ear canal and 
middle ear. 

The surgical treatment of cancer of the auricle 
presents no particular excisional problem. A new 
technique has been devised for cancer invading the 
canal. The procedure accomplishes en bloc removal 
of the tympanum and bony and membranous element 
and preserves the facial nerve. Cancers of the middle 
ear and temporal bone are removed en masse, and the 
specimen may include the dura, parotid gland, as- 
cending ramus of the mandible, temporal muscle, 
pterygoid muscle, and lateral neck. 

A review of 12 cases of cancer of the auricle gave a 
92 per cent cure rate; of 12 cases of the ear canal, a 
33 per cent cure rate, and of 11 cases of the middle ear 
and temporal bone, an 18 per cent cure rate. 

—Jjohn 7. Ballenger, M.D. 


MOUTH AND HYPOPHARYNX 


A Solitary Xanthoma of the Attached Gingiva. A. P. 
o_ and R. J. Goruin. Oral. Surg., 1960, 13: 


THE FIRST CASE in the world literature of a solitary 
xanthoma originating in the attached gingiva is report- 
ed. This lesion occurred in a 34 year old white male. 
It was of uncertain duration and entirely asympto- 
matic. Grossly, the specimen wasa firm, yellowish mass 
on the left lower gingiva. The patient had no evidence 
of diabetes mellitus and the blood cholesterol and 
basal metabolic rate were normal. The site of this 
lesion was most unusual since most solitary xanthomas 
occur in connection with tendon sheaths. 
—John W. Braasch, M.D. 


Delayed Jaw Fracture Treatment, a Review of Re- 


THE AUTHOR takes the position that jaw fractures do 
not demand immediate reduction unless they are 
associated with an emergent complication. A waiting 
period of 24 hours before fracture reduction and sta- 
bilization does not appear to delay healing. This short 
waiting period may even be advantageous since it 
allows the patient time for general improvement 
through rest and provides an opportunity for more 
detailed and accurate studies of the fracture. 
—W. C. Huffman, M.D. 
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Malignant Tumors of the Upper Jaw. Atrrep M. 

Markowitz. Surgery, 1960, 47: 443. 

IN THIS SERIES all patients with malignant tumors of 
the maxilla admitted to Columbia Presbyterian Medi- 
ical Center, New York, New York between 1940 and 
1958 were reviewed. Generally, obviously hopeless 
cases were not accepted for treatment, and thus some 
selection was present. Forty-nine cases of squamous 
cell carcinoma, 5 of mucoepidermoid carcinoma, 4 of 
glandular carcinomas, and 4 of lymphogenous tumors 
of the maxilla are included. In 3 patients thorotrast 
studies of the sinuses had been performed 40, 20, and 
13 years prior to the development of the malignant 
lesion. Otherwise, no etiologic agent or disease could 
be incriminated in this particular series of tumors of 
the maxilla. Females outnumbered males 56 per cent 
to 44 per cent, a reversal of the ratio reported in other 
series. Older groups showed the highest incidence, 
although 9 patients under the age of 41 were studied. 

No set therapeutic regimen was employed in this 
particular group, although irradiation therapy was 
used in a small number of early cases as well as post- 
operatively for many advanced lesions. 

A 5 year cure rate of 15.9 per cent in the squamous 
cell carcinomas was obtained; in all malignant 
epithelial tumors of the maxilla thiscure rate dropped 
to 14 per cent. Only 1 operative death occurred in the 
series analyzed. With the bolder, more radical surgical 
attack on carcinoma of the maxilla there was no im- 
provement in the 5 year survival rate. Sufficient evi- 
dence is presented to suggest that the electrocautery 
and radiotherapy techniques reported in 1954 from 
Sweden should be explored in an attempt to raise the 
comparatively low survival statistics reported here. 

—William R. Nelson, M.D. 


Analysis of Sites and Causes of Treatment Failures in 
Squamous Cell Carcinomas of the Oral Cavity. 
H. FLetcHer, S. MacComs, and 
Ernest J. Braun. Am. F. Roentg., 1960, 83: 405. 


AN ATTEMPT is made to define clinical factors asso- 
ciated with treatment success and failure in terms of 
the TNM system of staging: size and status of the 
primary tumor (T), extension to regional lymph 
nodes (N), and presence of distant metastases (M). 
The 206 cases were divided into 16 groups, many of 
which were quite small. In general, lesions close to 
bone were excised. Tumors of the anterior two-thirds 
of the tongue, buccal mucosa, and floor of the mouth 
were implanted with radium. Tumors of the upper 
and lower gum were generally excised. Recently, pre- 
operative irradiation has been employed in advanced 
lesions. 

Cervical lymph node metastases were the chief 
cause of failure. This was especially true when nodes 
were bilateral or unilateral but more than 3 cm. in 
diameter. The authors believe the combination of 
preoperative irradiation and surgery should be ex- 
plored. —William T. Moss, M.D. 


End Results and Causes of Failure in Treatment of 
Intraoral Carcinoma. Lewis . Gutss and IAN 
Macpona_p. Am. 7. Roentg., 1960, 83: 412. 


ONE HUNDRED AND FIFTY-EIGHT patients with intraoral 
carcinoma were analyzed as to the cause of treatment 
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failure. Whether the primary lesion was treated by ir- 
radiation or surgery, control rates were similar within 
a given site. The presence of lymph node metastasis 
made the prognosis worse—10 per cent of such pa- 
tients lived 5 years without carcinoma. 

Since cervical lymph node metastases were the 
most frequent cause of failure, the authors believe that 
survival rates might be improved if elective radical 
neck dissections were performed for all intraoral 
cancers. —William T. Moss, M.D. 


Evaluation of Failures in Treatment of Oral Cancer. 
ARTHUR G. JAMEs. Am. 7. Roentg., 1960, 83: 421. 


SuRGERY was employed as the primary form of ther- 
apy whenever technically possible. Irradiation ther- 
apy was employed in inoperable cases. The number of 
patients in the five categories was small—a total of 136 
available 5 or more years after treatment. The pri- 
mary lesion was not controlled in 37 of the 136 pa- 
tients. Lymph node metastases were not controlled in 
54 of the 136. When cervical lymph node metastases 
were present, 5 year control rates varied from 0 to 
17.6 per cent. No suggestions for improving survival 
rates were given. —William T. Moss, M.D. 


Surgical Treatment of Pulsion Diverticula of the 
Hypopharynx. O. THERON CLaGeEtt and W. SPENCER 
Payne. Dis. Chest, 1960, 37: 257. 


FROM THE FACT that operation was performed for 
pulsion diverticula of the hypopharynx in 478 cases at 
the Mayo Clinic in the years 1944 through 1957, it is 
apparent that they occur somewhat commonly. When- 
ever dysphagia occurs it should be investigated 
promptly. The diagnosis of diverticula of the hy- 


popharynx can be readily established by appropriate 
roentgenologic investigation. Surgical excision of 
diverticula of the hypopharynx can be performed as a 
one-stage opera‘ion with few complications and 
gratifying results. 


Retropharyngeal Cyst of Foregut Origin Associated 
with a Vertebral Abnormality, R. KENNETH Roppie. 
Brit. J. Surg., 1960, 47: 401. 


A Case is reported of a retropharyngeal cyst which 
had definite bronchogenic characteristics, lay in direct 
relationship with an anomalous cervical vertebra, and 
was in a relatively high location. The patient sought 
medical advice because of a painful feeling of fullness 
in her throat. On examination, a midline, smooth, 
firm, retropharyngeal swelling was found which dis- 
placed the posterior pharyngeal wall forward. Roent- 
genographic examination of the area revealed fusion 
of the second and third cervical bodies and a bony 
spur projecting from the upper anterior margin of the 
third cervical vertebra. Below this level there was a 
marked swelling of the soft tissues, displacing the 
posterior pharyngeal wall forward. 

The cyst was aspirated, and when it recurred 
approximately a year later, it was excised through a 
left lateral vertical incision along the posterior border 
of the sternocleidomastoid muscle. Histologic examina- 
tion of the cyst disclosed the presence of a respiratory 
type of epithelial lining. The fibrous tissue wall showed 
an occasional structure which appeared to be an 
arachnoid granulation and some smooth muscle. 


The author concluded this case presentation with 
a comprehensive yet concise discussion concerning 
classification and theories of formation of cysts of this 
nature. He also discussed the basis for the associated 
vertebral anomalies. —John W. Braasch, M.D. 


Swallowing function Associated with Radical 
Surgery of the Head and Neck. Joun J. Contey, 
Arch, Surg., 1960, 80: 602. 


A SCHOLARLY DISCUSSION is presented on the physiol- 
ogy, pathologic physiology, and possible causes of in- 
terference with the swallowing mechanism involved in 
various operative procedures performed in and about 
the head and neck. Certain combinations of factors, 
rather than one single factor, determine what type of 
operations on the head and neck can be carried out 
without destroying the act of swallowing or compro- 
mising the airway system. The most serious of such 
operations are those in and about the larynx, epiglot- 
tis, hyoid bone, base of the tongue, pharynx, esopha- 
gus, and vagus nerve. Of all the structures responsible 
for the prevention of aspiration, the sphincters of the 
larynx are the most essential. Any interference with 
their efficiency will be reflected in allowing aspiration 
to occur. 

The base of the tongue and the pharyngeal con- 
strictors are important in assisting the food bolus to 
pass the glottis. Resection of these areas in a compos- 
ite operation causes considerable difficulty in swallow- 
ing, even when the glottic sphincters are intact. Re- 
section of the pharyngeal branch of the vagus nerve 
and of the glossopharyngeal nerve, high in the superior 
part of the neck, causes serious and immediate impair- 
ment to swallowing, with paralysis of the ipsilateral 
pharyngeal sphincters and palate and anesthesia of 
the pharynx and larynx. Aspiration, hoarseness, re- 
gurgitation, and cardiospasm are prominent. 

Resection of the cervical esophagus obviously 
causes difficulty in the swallowing mechanism, since 
the pliable cervical esophagus is replaced by semi- 
rigid tubes of various sorts. The oral aspect of the 
tongue, the hard and soft palate, and the mandible 
are not critical structures in swallowing, nor does the 
external neck musculature contribute significantly. 

Tracheostomy is often the key to survival in situa- 
tions in which the act of swallowing has compromised 
the airway system. Decannulation, in the majority of 
instances, should be delayed until the swallowing act 
is effectively rehabilitated. 

— Orville F. Grimes, M.D. 


SALIVARY GLANDS 


Salivary Glands as Endocrine Organs. Z. Z. Gop- 
Lowsk! and J. C. CaLanpra. 7. Appl. Physiol., 1960, 
15: 101. 


For MANY YEARS the salivary glands, principally the 
parotids, have been suspected of possessing endocrine 
activity associated with carbohydrate metabolism. To 
evaluate the effects of normal salivary glands on 
physiologic carbohydrate metabolism, other than the 
hydrolysis of starch by saliva, was the purpose of the 
experiments. 

A group of dogs was used as the experimental 
animals. A study was made first on the effect of 
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bilateral extirpation of the submaxillary and sub- 
lingual glands on the sensitivity to insulin and on the 
utilization of glucose administered intravenously. The 
second study was made on the effect of bilateral liga- 
tion of the excretory ducts of the submaxillary and 
sublingual glands on insulin sensitivity and glucose 
utilization. Complete ablation of the submaxillary 
and sublingual salivary glands produced in all ani- 
mals a mild but consistent and reproducible increase 
in insulin sensitivity. The increase in insulin sensitivity 
took place in all experimental animals in the same 
degree regardless of the technique applied for the 
elimination of these glands, whether by total extirpa- 
tion or by atrophy of the glands resulting from ligation 
of the excretory ducts. The data obtained from the 
experiments gave no conclusive explanation as to the 
nature of this phenomenon. It was assumed that the 
submaxillary and sublingual glands secrete an in- 
hibitor of insulin action. Hence, if this physiologic 
inhibitor is eliminated from the organism by complete 
ablation of the submaxillary glands, the hypogly- 
cemic action of insulin subsequently increases. If this 
physiologic action becomes pathologically aug- 
mented, it may lead to a form of diabetes mellitus 
which is characterized by a resistance to insulin. 

It has been suggested that the submaxillary glands 
inhibit and that the parotid glands stimulate the hy- 
poglycemic action of insulin. The exact nature and 
action of submaxillary insulin inhibitors are now 
being explored by the authors with further histologic 
and biochemical investigations. Their interest is in 
determining whether the submaxillary insulin in- 
hibitor possesses an enzymatic type of reaction, anti- 
insulinase, or whether it acts through a neurohumoral 
mechanism. The answers to these questions may 
determine the practicability of ablation of the sub- 
maxillary gland as a method of therapy in selected 
cases of diabetes mellitus. 

—Gordon Madding, M.D. 


Papillary Cystadenoma of Minor Salivary Gland 
igin. A. P, CHaupury, R. J. Gorin, and Davin 
F, MircHet. Oral Surg., 1960, 13: 452. 


To THE 8 cases of papillary cystadenoma of minor 
salivary gland origin in the world literature, the 
authors added a ninth and reviewed the clinical de- 
tails concerning all 9 cases. The most common location 
for this lesion is the palate, although it is sometimes 
seen elsewhere in the oral cavity. Eight lesions were 
excised and 1 patient was given radiation therapy. Of 
those 4 cases in which limited, short term follow-up 
information was available, the treatment in 2 patients 
in whom the]lesion was excised was followed by a 
recurrence of papillary cystadenoma. 
—John W. Braasch, M.D. 


Observations on a Sentinel Node in Cancer of the 
Parotid. Ernest A. GouLp, THEODORE WINsHIP, 
and Harry Hy anp Kerr. Cancer, 


A SENTINEL NODE in cancer of the parotid—a lymph 
node located at the junction of the anterior and pos- 
terior facial vein and easily found—is recommended 
for routine frozen section assay to aid in determining 
the indications for radical neck dissection in conti- 
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nuity with total parotidectomy for carcinoma of the 
land. 

Since 1951 the authors have used frozen section 
study in a series of 28 parotid tumor excisions. Eight 
of the tumors were found to be malignant, and on 3 
occasions the node contained malignant tumor. In 
the latter cases, the neck dissection was carried out 
en bloc. 

In the 6 to 8 year follow-up of the series all patients 
with and without neck dissection are reported living, 
with the exception of 1 who died of encephalomalacia 
— no apparent relation to the surgery and 8 years 
ater. 

On the basis of study of the sentinel node by routine 
frozen section and the results of the series, the authors 
recommended the use of node study as an indication 
for en bloc neck dissection. 

—W. Foster Montgomery, M.D. 


NECK 


Primary Hyperparathyroidism. Cutnc TsENG TENG 
and M. Hersert NATHAN. Am. 7. Roentg., 1960, 83: 
716. 


EARLY RECOGNITION of bone changes is of great im- 
portance in the diagnosis of primary hyperparathy- 
roidism at a time when therapy may be most success- 
ful. The series reviewed consisted of 7 cases of pri- 
mary hyperparathyroidism, in all of which a parathy- 
roid adenoma was found at operation. Four of these 
patients had extensive bone disease, 2 had both renal 
and bone disease, and 1 patient had neither one. 

The basic pathologic lesion of osteitis fibrosa cystica 
is increased osteoclastic resorption of bone and fibrosis 
of the marrow spaces. The process is generalized and 
the degree varied. Advanced bone changes have been 
well described, but the recognition of early changes 
has not been emphasized. 

Advanced bone changes are pathognomonic. Sub- 
periosteal and endosteal resorption of compact bone is 
best seen in the tubular bones of the hands, but it oc- 
curs in other bones as well. Subperiodontal resorption 
of the lamina dura is an advanced change, valuable 
for diagnosis. Subchondral resorption of the clavicle 
and symphysis pubis is often present. Trabecular re- 
sorption of spongy bone develops in many of these pa- 
tients. The skull is frequently involved by such 
changes, as are the ribs, bones of the hands, vertebrae, 
pelvis, mandible, and long bones of the extremities. 
Cysts, brown tumors, and osteoclastomas are the end 
results of such resorption. Secondary bone changes 
consist in marked softening of the bones, pathologic 
fractures, and various deformities. 

Less advanced bone changes may be diagnostic. 
They are generalized moderate decrease in bone den- 
sity, thinning of the cortices, minimal resorption of 
bones at their extremities, and slight to moderate 
coarsening of the trabecular structures. Some of these 
may be minimal and yet lead to the diagnosis of hy- 
perparathyroidism. 

Healing of the bone disease occurs after removal of 
the adenoma. Healing may occur in a few months but 
more advanced changes may require years to heal 
completely. Large cystic areas may fail to heal com- 
pletely even after a period of years. 
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All of the bony changes are thoroughly described 
and well illustrated in the original article. 
—Donald C. Geist, M.D. 


Hyperparathyroidism. Ortver Cope. Am. 7. Surg., 
1960, 99: 394, 


ALTHOUGH HYPERPARATHYROIDIS is being recognized 
more frequently, its diagnosis still depends upon the 
finding of a complication based upon excessive secre- 
tion of the hormone rather than from the primary ef- 
fects of the glandular imbalance. Actually, the diag- 
nosis is made chiefly by keeping the possibility of its 
occurrence in mind. Today the only effective treat- 
ment is surgical. 

There are three established metabolic changes upon 
which the diagnosis ultimately depends. These are a 
decrease in the blood level of phosphorus, an increased 
excretion of calcium and phosphorus through the kid- 
neys, and a rise in the blood serum calcium level. The 
first of these three entities is not associated with any 
known symptom complex. The second may result in 
kidney stones, diuresis, thirst, and urinary frequency. 
A rise in the serum calcium level may affect neuro- 
muscular activity and result in muscular relaxation 
and fatigue. Lassitude accompanies the fatigue and 
backache may also be a prominent symptom. Mental 
aberrations may also be present leading to confusion 
and loss of acuity and of memory. 

In all patients with any form of bone disease hy- 
perparathyroidism should be suspected. The classic 
form of the disease has often been well described. All 
patients with renal stones should be screened for para- 
thyroid overactivity. Even those with hematuria or 
nonopaque stones should be suspected. 

Confirmation of the suspicion of the disease de- 
pends upon the chemical estimation of the blood 
levels of calcium and phosphorus and the urinary ex- 
cretion of calcium. The triad of an elevated calcium 
level, depressed phosphorus level, and an increased 
urinary excretion of calcium is diagnostic. 

Treatment of hyperparathyroidism is surgical. No 
hormone blocking agent has been found; radiation 
has not proved of value. The surgical problem is two- 
fold and consists of the disclosure of the parathyroid 
glands and the identification of the type of pathologic 
enlargement which is present. 

During exploration it is helpful to find at least one 
gland as soon as possible. One begins by looking for 
the upper gland because of its larger size and more 
restricted position. Eighty per cent of the time, the 
glands are symmetrically placed. A meticulous, blood- 
less technique is the best way to find parathyroid 
tissue. 

It has been found that a single adenoma is present 
in 80 per cent of the cases, carcinoma is present in 4 
per cent, and primary hyperplasia is present in 13 
per cent. — John 7. Bergan, M.D. 


Elective Subtotal Parathyroidectomy for Renal Hy- 
perparathyroidism. S. W. Stansury, G. A. Lump, 
and W. F. Nicuotson. Lancet, Lond., 1960, 1: 793. 


IN ADULT PATIENTS with azotemic osteodystrophy, the 
authors found a direct correlation between the degree 
of osteitis fibrosa and the weight of hyperplastic para- 
thyroid tissue. They assume therefore, that there are 


reasonable grounds for regarding parathyroid hyper- 
function as responsible for renal osteitis fibrosa, even 
though many workers deny such a simple causal re. 
lationship. Many investigators believe that the bone 
changes are entirely dependent on the associated 
acidosis which is invariably present. The authors 
have, however, observed only two effects after the 
administration of alkalis in renal osteodystrophy: (1) 
the correction of sodium deficiency is beneficial and 
(2) the induction of the symptoms of tetany is detri- 
mental. In their view, the present study establishes 
firmly a direct action of the enlarged parathyroid 
glands on the skeleton in this syndrome. The imme- 
diate postoperative fall in the serum levels of calcium, 
phosphate, and citrate and the enormous reduction in 
the rate of skeletal turnover can be explained on no 
other basis. 

They note, nonetheless, that ablation of the para- 
thyroid glands was not followed by spontaneous clini- 
cal healing of the skeletal lesions. Although para- 
thyroidectomy reduced the rate of skeletal turnover 
to a level close to normal, no significant retention of 
bone mineral occurred even when the dietary intake 
of calcium was greatly increased. Clinical and si- 
multaneous roentgenographic improvement took 
place only when the appropriate dose of vitamin D 
was given; from many metabolic studies in uremia, 
the authors were certain that these changes coincided 
with bodily retention of calcium and phosphorus. 

Their interpretation of cases of azotemic osteo- 
dystrophy is the hypothesis that the parathyroid 
glands, after a prolonged period of physiologic stimu- 
lation, become autonomously hyperfunctional; what 
was originally a predominantly osteomalacic state 


becomes progressively transformed into parathyroid 


bone disease. —Ely Elliott Lazarus, M.D. 

Renal Excretion of Phosphorus and Hypophospha- 
temia After Parathyroidectomy. MicHAEL Harri- 
son and B. E. C. Noroin. Brit. M. F., 1960, 1: 245. 


SEVEN PATIENTS with hyperparathyroidism due to 
parathyroid adenoma were studied. Five of the pa- 
tients had obvious bone disease. Preoperatively, all 
of the patients had hypercalcemia which disappeared 
rapidly after operation. In all of the patients, hypo- 
phosphatemia persisted after operation for a variable 
time. Immediately after operation the phosphate 
excretion index returned to normal, together with 
the serum calcium level, but plasma phosphate re- 
mained low. This probably reflects a change in 
parathyroid activity; it is unlikely that impairment 
of renal function could account for changes of such 
extent and rapidity. 

Several days after operation a rise of the phosphate 
excretion index occurred in 6 of the 7 patients without 
further alteration in calcium or phosphate levels at 
the time. This rise may indicate a phase of secondary 
hyperparathyroidism, possibly due to stimulation of 
the remaining parathyroid glands by the rapid fall 
in serum calcium. After operation, the increased 
bone resorption suddenly ceases, and it is probable 
that the persisting rapid deposition leads to a rapid 
fall of the serum calcium, often to subnormal levels. 
Compensatory parathyroid hyperfunction then ensues, 
and the serum calcium level is restored to normal. 
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The data presented suggest that after removal of a 
parathyroid tumor there is frequently a phase of 
secondary hyperfunction of the remaining parathyroid 

lands and that this is one factor responsible for the 
persistent hypophosphatemia which may occur post- 
operatively. —Miriam Miller, M.D. 


Thyroidectomy for Hyperthyroidism Following Un- 
satisfactory Response to Radioiodine Treatment. 
Etmer C. Bartets and Lester R. Corn. Med. Clin. 
N. America, 1960, 44: 375. 


ALTHOUGH MANY REPORTS on the effectiveness of ra- 
dioiodine in the treatment of hyperthyroidism are 
available, there has been little mention of the com- 
plications of this therapy and the morbidity, disability, 
and economic loss associated with continued hyper- 
thyroidism while awaiting response to radioiodine 
therapy. A definite small number of patients, perhaps 
10 per cent or more, are completely refractory to 
radioiodine therapy. Accentuation of the hyperthy- 
roidism by radioiodine has also been reported. These 
poor results are particularly dangerous in patients 
with thyrocardiac disease. The question of whether 
radioiodine is carcinogenic has not yet been resolved 
since 20 to 30 years must elapse before an accurate 
appraisal can be made. No instance of cancer of the 
thyroid after radioiodine therapy has been reported 
in an adult but 3 children have been reported in 
whom thyroid tumors, 1 a carcinoma, developed after 
the administration of radioiodine. Six cases of leuke- 
mia after administration of radioiodine for hyperthy- 
roidism have now been reported. The inherent danger 
of radioiodine therapy during pregnancy has been 
stressed. The coexistence of thyroid cancer and hyper- 
thyroidism that occurs in a small number of patients 
is also of some importance when the use of radioiodine 
is considered. 

The cases of 10 patients, all of whom received ra- 
dioiodine for hyperthyroidism and later required 
subtotal thyroidectomy, are reported in detail. At 
least 5 of the patients were refractory to radioiodine 
therapy. One patient with thyrocardiac disease failed 
to respond to a substantial dose of radioiodine and 
had progressive heart failure. The hyperthyroidism 
in another patient masked an underlying malignant 
tumor. In patients with thyrocardiac disease the 
authors prefer to obtain a euthyroid state promptly 
with high doses of antithyroid agents and then ac- 
complish definitive treatment by means of thyroidec- 
tomy. This method is preferred to the administration 
of radioiodine chiefly because of the uncertain results 
in control of hyperthyroidism when the latter method 
is employed. —Harvey W. Baker, M.D. 


An Operative Goiter Series, Composition and Com- 
nen Particularly Recurrent Nerve Paralysis. 
ERTIL BLOMSTEDT. Acta chir. scand., 1959, 118: 97. 


A series of 593 cases of goiter operations comprised 
of 310 cases of nontoxic and 283 cases of toxic goiter 
1s reported. The incidence of malignancy was only 
1.2 per cent with no malignant lesions appearing in 
toxic glands. 

_ Primary paralysis of the recurrent nerve occurred 
in 9.4 per cent of cases and persisted in 4.5 per cent. 
Laryngoscopic inspection was systematically made 
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before, at, and after operation. The majority of 
paralyses did not develop until after the operation, 
and nerve function in this group was restored more 
often then in the group detected at operation. The 
importance of traction and contusion with secondary 
edema and the particular vulnerability of the nerve 
immediately before its entrance into the larynx at 
the level of the cricoid cartilage where it is firmly 
embedded in rigid connective tissue are discussed. 

Mortality was 1 per cent, postoperative crises oc- 
curred in 1.7 per cent, postoperative tetany in 2.4 
per cent, with latent tetany persisting in 0.7 per cent 
of cases, and Horner’s syndrome was noted in only 
5 cases in the entire series. 

—W. Foster Montgomery, M.D. 


The Lateral Approach to the Larynx and Hypo- 
pharynx. ArtHurR J. CRACOVANER and Paut L. 
Cuoposn. Arch. Otolar., Chic., 1960, 71: 8. 


THE AUTHOR describes the lateral approach to the 
pharynx and hypopharynx, an approach apparently 
not widely employed in this country, in an effort to 
illustrate its application and advantages. By using 
this lateral approach it is often possible to conserve 
the function of the larynx, particularly in cases of 
extrinsic carcinoma in which the cords and adjacent 
ventricles are not involved. In contrast to the laryn- 
gofissure procedure, which usually results in hoarse- 
ness, the lateral approach for the removal of benign 
tumors, cysts, or laryngoceles obviates entry into the 
pharynx or larynx and thus damage to the interior is 
avoided. 

The surgical procedure, which is continued under 
local anesthesia to the point at which a tracheostomy 
is completed and endotracheal general anesthesia is 
started, is explained and illustrated in detail. Four 
cases of benign ventricular lesions are described in 
which removal was accomplished by this technique. 
In essence the approach to the ventricle consists of 
freeing a portion of the thyroid cartilage subperi- 
chondrally, bringing the freed portion backwards, 
removing the ventricular lesion, and then replacing 
the cartilage in its original position. 

Malignant tumors that involve the epiglottis, the 
pyriform sinus, the arytenoepiglottic fold, and the 
posterior pharyngeal wall may, in some cases, be 
removed by a similar surgical approach. The pro- 
cedure is modified, depending on the exact location 
of the lesion, by the removal of half of the hyoid and 
of the thyroid cartilages. The author believes that if 
a malignant lesion has reached the ventricle, a con- 
servative procedure is contraindicated and laryngec- 
tomy should be carried out. Five illustrative cases are 
described in detail. —John R. Lindsay, M.D. 


Early Management in Extensive Cervical Cystic 
and Macroglossia. Samuet L. PERzIK. 
Arch. Surg., 1960, 80: 460. 


Cystic HyGROMAS do not remain static but tend to 
spread in a pseudopodic manner so that they even- 
tually lead to obstruction of the upper respiratory and 
food passages. 

Radiation appears to be ineffective as treatment and 
may interfere with future tissue growth. The use of 
sclerosing solutions is also ineffective and produces 
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scar tissue that may make later surgical excision much 
more difficult. 

Surgery is the treatment of choice in both limited 
and extensive lesions and should be instituted as early 
as possible to avoid the hazards of continuous growth 
and resultant obstruction of vital passages. 

—W. C. Huffman, M.D. 


An Approach to Stab Wounds of the Neck. J. W. 
Pont. Med. Proc., 1960, 6: 47. 


THE AUTHOR discussed the treatment of 104 patients 
who had stab wounds of the neck and injury to the 
internal jugular vein, superior vena cava, common 
carotid artery, larynx and trachea, pharynx, esoph- 
agus, lungs, spinal cord, brachial plexus, sympathetic 
chain, and thoracic duct. The author considered the 
following principles to be of paramount importance: 
(1) early admission to the hospital; (2) first aid con- 
trol of hemorrhage by pressure or ligature; (3) main- 
tenance of a clear airway by suction with intratracheal 
tube or tracheotomy; (4) immediate and adequate 
treatment of shock by transfusion; and (5) early ex- 
ploration of the wound in suspected vascular or airway 
injuries. In particular, the author advocated immedi- 
ate enlargement of the wound to expose and deal with 
any vigorous or persistent bleeding vessel. Intra- 
arterial transfusions were not recommended—rather, 
blood was given intravenously under pressure. Usually, 
early exploration of the wound was desirable. If sur- 
gery was delayed, there was diffuse infiltration of the 
hematoma in all fascial planes and early formation of 
granulation tissue. Ligation of the superior vena cava 
should be avoided if at all possible. The repair of 
lacerated carotid arteries should be attempted when 
feasible because of the high incidence of hemiparesis 
after carotid arterial trauma. Injuries involving the 
base of the neck are potentially dangerous to the lungs 


and the presence of hemothorax or pneumothorax 
should be ruled out. Two cases of concomitant injury 
to the sympathetic chain with Horner’s syndrome 
were encountered in these patients. In 1 case of 
primary thoracic duct injury, the duct was ligated 
and the chylothorax aspirated. 

— John W. Braasch, M.D. 


Evaluation of Radical Neck Dissections and Jaw Dis- 
sections. JOHN C. GatsrorD, Dwicut C. Hanna, 
Rosert B. ATWELL, and Joun L. Terry. Plastic & 
Reconstr. Surg., 1960, 25: 39. 


A seERiEs of 289 complete radical neck dissections 
and 146 mandibular resections is presented. The 
material and the results have been analyzed and 
the following conclusions drawn: cancer of the 
mouth and neck is primarily a surgical problem and 
roentgen therapy should be reserved for those patients 
who cannot be treated surgically and for primary 
cancers of the nasopharynx, tonsil, and soft palate. 
Radical surgery and radical repair of the surgically 
created defects go hand in hand, and the surgeon 
should be adequately trained in both general and 
plastic surgery. 

The reparative surgery should be prompt and 
complete, and months should not be allowed to 
pass determining the cure status of the patient before 
reconstruction is attempted. Immediate replacement 
by an autogenous bone graft after jaw resection offers 
the most ideal restoration but can be carried out only 
in selected cases. 

The responsibility of the surgeon in these cases goes 
beyond the successful removal of the cancer and 
requires the use of skin flaps, pedicle flaps, and bone 
grafts to restore the patients to as near a normal state 
of existence as possible. 

—W. Foster Montgomery, M.D. 


SURGERY OF THE NERVOUS SYSTEM 


CEREBRUM, CEREBELLUM, AND HYPOTHAL- 
AMUS 


Cold-Preserved Homografts of Dura Used in Injuries 
to the Cranial Vault (Homoioplastik mit kaeltekon- 
servierter Dura mater bei frischen Schaedelverletz- 
ungen). R. Streit. Langenbecks Arch. u. Deut. &schr. 
Chir., 1959, 292: 820. 


DurRA MATER was obtained at autopsy by sterile 
technique from patients who had died accidental 
deaths. The tissue was preserved by cold at minus 
21 degrees C. Under these conditions, cell nuclei 
gradually disappeared but retained their staining 
characteristics for several months, especially in the 
walls of blood vessels. Firmness and external ap- 
pearance of the dura were unchanged after storage. 
Preserved homotransplants were used during opera- 
tion to cover traumatic dural defects in 16 patients. 

In 4 of the patients there was an opportunity to 
examine the dural homografts at various intervals 
after they had been placed, and these 4 cases are 
described in detail. 

The transplanted dura in these patients became 
vascularized within several weeks. Connective tissue 
cells migrated into the fibrous framework, whose 
elastic fibers persisted. No foreign body reaction and 
no other significant inflammation occurred. There 
were minimal or no arachnoidal adhesions. Four 
to 6 weeks after transplantation the histologic ap- 
pearance of the grafts resembled that of normal dura. 

—Elmer V. Dahl, M.D. 


The Repair of Dural Defects by Graft, an Analysis of 
540 Penetrating Wounds of the Brain Incurred in 
the Korean War. Peter B. WALLACE and ARNOLD 
M. MeEtrowsky. Ann. Surg., 1960, 151: 174. 


THE AUTHORS ANALYZE the management and subse- 
quent course of 540 penetrating wounds of the brain 
in which the dural defect was repaired by graft. Radi- 
cal debridement along with primary closure of dura 
and scalp followed by antibiotic therapy was standard 
in the group. All wounds were grossly contaminated 
and potentially infected. Homografts were used ex- 
clusively, fascia lata 198 times, temporal or occipital 
fascia 186 times, and pericranium 155 times. Gelfilm 
was used 19 times as a dural substitute but did not 
afford an effective watertight closure. On the other 
hand, used under a graft, it seemed to help avoid ad- 
hesions between the cortex and the graft. One hun- 
dred forty-four grafts were later inspected and 90 
were found viable, an additional 25 viable grafts 
demonstrating a tiny opening or suture line defect. 
The authors believe that the latter failure resulted 
from the placing of sutures too far apart or from 
sutures coming free. Cerebrospinal fluid fistula oc- 
curred in 49 patients, 8 of whom did not require 
secondary repair. In 9 cases, displacement of gelfilm 
led to the fistula. 

The authors contrast their statistics to others, par- 
ticularly the British, and conclude that primary water- 
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tight closure is a major factor in prevention of infec- 
tion, fistula formation, and secondary wound break- 
down. It also makes for easier subsequent cranioplasty 
and quite possibly a reduced incidence of corticodural 
scar and sequential traumatic epilepsy. 

— Edward B. Schlesinger, M.D. 


Subarachnoid Hemorrhage in the Army, 1950-1956, 
B. Bevan, F. I. Carrp, and I. E. Hucues. Lancet, 
Lond., 1960, 1: 133. 


THE course of 103 cases of spontaneous subarachnoid 
hemorrhage in the British Armed Forces is docu- 
mented by the authors. They found an increasing in- 
cidence and a higher mortality with age. Death was 
most likely within the first 5 days after bleeding, and 
recurrent episodes formed a peak between the twelfth 
and fourteenth day, pointing up the necessity of earlier 
intervention when feasible. Recurrences were charac- 
terized by a rising mortality rate, particularly if the 
initial episode was severe. Prognosis was poorest in 
patients with severe and prolonged disturbances of 
consciousness. Carotid angiography showed a prob- 
able source of bleeding in 44 per cent of cases studied 
by this method. These sources included 15 aneurysms, 
6 angiomas, and 3 lesions of uncertain nature. 

The authors believe that rapid transport of the 
acutely ill patient to an equipped center is not detri- 
mental to his condition. 

— Edward B. Schlesinger, M.D. 


Red Cell Fragility After Severe Craniocerebral In- 
jury (Die osmotische Erythrocytenresistenz beim 
schweren Schaedel-Hirntrauma). H. E. DreMatu and 
E. Fink. Langenbecks Arch. klin. Chir., 1959, 293: 10. 


AFTER severe craniocerebral injury, the osmotic re- 
sistance of the erythrocytes definitely decreases. The 
red cell fragility was determined by the sodium 
chloride dilution method. The hemoglobin content 
was determined photoelectrically. Conclusions cannot 
be drawn from only one curve. It is necessary to plot 
curves at intervals after injury. 

In the 12 patients studied, 72 determinations were 
made. Only those patients were included who had no 
significant injuries other than the craniocerebral. The 
red cell fragility was increased during the 2 to 3 
weeks after injury. However, this had no prognostic 
significance. The alteration of red cell fragility is not 
specific for craniocerebral injury but is also associated 
with other severe types of trauma. 

—Sanford Larson, M.D. 


Diabetes Insipidus After Trauma (Traumatischer Dia- 
betes insipidus). A. Isrort. Z6/. Chir., Leipzig, 1960, 
85: 107. 


THE CURRENT CONCEPTS of the production and func- 
tion of antidiuretic hormone are briefly reviewed. The 
signs and symptoms of diabetes insipidus are given. 
A case report is presented of diabetes insipidus that 
followed a compound depressed frontal fracture. The 
patient was 19 years old. Carotid angiograms per- 
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formed 2 months after the injury demonstrated 
aneurysmal changes in the right carotid siphon. The 
right internal carotid artery was ligated in the neck. 
The diabetes insipidus gradually subsided during the 
next few weeks. 

It is the author’s opinion that the symptoms were 
relieved by the operation. He recommends angiog- 
raphy in persistent posttraumatic diabetes insipidus. 

—Sanford Larson, M.D. 


Local Spasm in Cerebral Arteries. RicHARD A. 
LENDE. 7. Neurosurg., 1960, 17: 90. 


A REVIEW is given of past demonstrations of constric- 
tions in cerebral arteries induced by local mechanical, 
electrical means or by artifactitious emboli. Because 
the phenomenon occurred during various surgical 
procedures, the author sought a local preventive 
agent. In a variety of animals a number of drugs were 
evaluated for their action in the prevention or relief 
of local cerebral arterial spasm when they were ap- 
plied locally to the vessel during craniotomy. Sympa- 
thectomized basilar arteries in dogs and traction or 
electrical stimuli were mainly used. Drugs were ap- 
plied via a small piece of compressed cotton for 5 
minute periods. As a control, an artery of comparable 
size was stimulated and reactions were compared. 
Arteries of the monkey were much less reactive than 
those of the lower mammals. Sympathectomy did not 
alter induced vasospasm. Papaverine hydrochloride 
was found to be effective in dilutions up to 0.02 per 
cent. It was very good for relief of constriction already 
present but gave only inconstant protection from in- 
duction of spasm. A combination of papaverine and 
nicotinamide appeared to have an additive effect. 
Drugs of value in prevention were levarterenol 
bitartrate and isoproterenol hydrochloride. Carbon 
dioxide did not prevent spasm. 

The most useful drug was phentolamine hydro- 
chloride which in dilutions up to 0.05 per cent gave 
consistently good prevention or relief of spasm. Its 
effectiveness lasted as long as 6 minutes after removal 
of the drug. No dilatation of normal arteries followed 
its application. It is recommended that it be used in 
0.25 per cent or stronger solution. 

—Paul H. Crandall, M.D. 


Intracranial Abscesses. A. CHIASSERINI, JR., and F. 
CurapPeEtta. Neurochirurgia, Stuttg., 1960, 2: 152. 


THE AUTHORS report on 39 patients with intracranial 
abscesses observed in the past 10 years. Three pa- 
tients with subdural abscesses died. Cerebellar ab- 
scesses were found in 4 patients; all were treated by 
complete excision of the abscess and all 4 patients 
survived. 

There were 30 patients with cerebral abscess. 
Chronic bronchiectasis was the primary source in 7 
patients. One treated by drainage and another by 
complete excision survived. Five of the patients 
treated by puncture and aspiration failed to survive. 

Puncture and aspiration should be performed only 
when the abscess is situated in an area in which sur- 
gical excision might produce serious disabilities. In 
all other cases, the treatment of choice for either acute 
or chronic abscesses should be complete excision. It 
is also suggested that deeply situated or essentially 


centrally located mass lesions, in which a tumor can. 
not be absolutely verified by specific angiographic 
studies, should be explored surgically. 

—Jack I, Woolf, M.D. 


The Sensitivity of Brain Tumors to Radiation and Late 
Cerebral Radiation Necrosis (Ueber die Strahlensen- 
sibilitaet der Hirngeschwuelste und die sogenannte 
Strahlen-Spaetnekrose des Hirns). K. J. Deut, 
med. Wschr., 1960, 85: 293. 


THE SENSITIVITY of the various tumors to radiation is 
discussed. The medulloblastomas are sensitive to or- 
dinary doses. The oligodendrogliomas, astrocytomas, 
ependymomas, glioblastomas, and meningiomas are 
not. The goal of treatment of these tumors must be a 
massive necrosis of the lesion by large doses of radia- 
tion. This entails the risk of delayed necrosis of the 
adjacent brain as well as changing of the tumor to one 
of a more malignant character. 

The delayed necrosis that follows radiation, most 
marked in the white matter, is discussed in detail. The 
cortex is relatively unaffected. The pathogenesis of 
this necrosis is discussed. The vascular and allergic 
explanations are considered. This degeneration of the 
white matter may help to relieve the symptoms of in- 
creased intracranial pressure by creating more room 
but may also, of course, produce symptoms. 

The author concludes that medulloblastomas 
should be treated with conventional methods of radia- 
tion. Operable tumors, both benign and malignant, 
should be removed as radically as possible. He recom- 
mends placing radioactive cobalt in the tumor bed as 
supplemental therapy. Partially operable malignant 
tumors should be removed subtotally to obtain a de- 
compression and the site should then be intensively 
radiated. Partially removable benign tumors should 
not be radiated. Radiation therapy should be used 
with caution in pituitary adenomas. Increased intra- 
cranial pressure is an indication for surgery in 
pituitary tumors. —Sanford Larson, M.D. 


Aldosterone Excretion in Hypopituitarism and After 
Hypophysectomy in Man, E. J. Ross, W. Van’r 
Horr, J. Craspé, and G. W. Tuorn. Am. 7. Med., 
1960, 28: 229. 


Tue Facts that normal ranges of aldosterone are 
found in patients with hypopituitarism and that its 
secretion persists after hypophysectomy are clear evi- 
dence that corticotropin is not essential to aldosterone 
elaboration or release. However, the effect of cor- 
ticotropin administration on aldosterone production 
by the adrenal cortex is not equally obvious. The 
authors present their findings in 4 women subjected 
to hypophysectomy for cancer of the breast. In con- 
trast to the observations of Garcia Llaurado, the 
authors’ patients showed a significant increase of 
aldosterone production in the early postoperative 
period. 

The laboratory studies and case histories of their 
group of patients is presented and illustrated graphi- 
cally. The authors conclude that excretion is definitely 
below normal in patients with chronic hypopituitarism 
maintained on an unrestricted sodium intake. The 
response to sodium deprival or surgical stress 1s 
diminished. 
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After pituitary ablation in these subjects, aldosterone 
secretion is significantly increased, coupled with and 
possibly due to the volume changes of diabetes 
insipidus. In one patient, withdrawal of pitressin 
therapy 4 months after operation created almost as 
great a rise in aldosterone excretion as in the post- 
operative phase. The ability of the adrenal cortex to 
respond to proper stimuli by increased aldosterone 
secretion appears to fall off slowly after the removal 
of anterior pituitary function. 

The authors conclude from their data that cor- 
ticotropin, by maintaining the size of the adrenal 
gland, exerts a trophic influence upon it, preserving 
its capacity for an increased rate of synthesis or re- 
lease of aldosterone in response to physiologic stimuli. 

— Edward B. Schlesinger, M.D. 


Discussion on the Assessment of Endocrine Function 
After Hypophysectomy or Pituitary Destruction. 
RussELy Fraser, G. F. Jopuin, A. P. M. Forrest, A. 
W. Sim, and Others. Proc. R. Soc. M., Lond., 1960, 
53: 81. 


THE AUTHORS have studied the effectiveness of deliber- 
ate pituitary ablation in 35 patients with extensive 
neoplastic disease determined by a radioiodine test 
and by a water diuresis test during periods ranging 
from 3 to 48 months after the procedure and checked 
against follicle-stimulating hormone values. 

The results indicate that these easily repeated, 
relatively simple tests are sufficiently sensitive and 
specific to determine the extent of hypopituitarism, 
the I'! uptake being the more stringent criterion. 

The second group of authors studied a group of 62 
females with advanced malignant lesions after Y% 
implantation of the pituitary fossa. Various biochem- 
ical tests were performed during life and these were 
correlated with the extent of pituitary destruction. 

The results were consistent with the achievement of 
95 to 100 per cent destruction of the pituitary gland 
by this method of ablation. Biologic testing indicated 
that absent or low 11-hydroxy 17-ketosteroids in 
urine, a fall in 11-hydroxy 17-ketosteroids on dis- 
continuance of exogenous cortisone, and markedly 
depressed radioiodine uptake confirm severe disturb- 
ance of gland function secondary to achievement of 
significant destruction of pituitary tissue. 

A third group of authors investigated 29 subjects 
who underwent complete hypophysectomy as com- 
pared to 5 patients with incomplete hypophysectomy 
and 5 controls, to evaluate various biologic tests as a 
measure of residual endocrine function. Studies of 
urinary gonadotropins, I'*! studies, and urinary and 
plasma corticosteroid evaluations were performed and 
are consistent with data in the current literature. In 
addition, studies of sex hormones were performed. 
No extensive studies have been reported after hypo- 
physectomy. Dehydroepiandrosterone (DHA) is 
secreted solely by the adrenal cortex under stimulus of 
ACTH. DHA has been shown to be absent from com- 
pletely ablated subjects whether or not they are re- 
ceiving exogenous cortisone. Its presence continues 
in incompletely hypophysectomized cases. Unfortu- 
nately this method is available only as a difficult, com- 
plex procedure in steroid chemistry. 

— Joseph Ransohof, M.D. 
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SPINAL CORD 


A New Technique for Thoracic Myelography (Eine 
Methode zur Darstellung des oberen thorakalen Spi- 
nalkanals im positiven Myelogramm). O. WIEDEN- 
MANN. Fortsch. Roentgenstrahl., 1960, 92: 170. 


A TECHNIQUE is presented for obtaining good filling of 
the upper thoracic subarachnoid space. The positive 
contrast material is introduced in the lumbar region 
and collected in the cervical area. The patient is re- 
turned to the horizontal position, and bilateral jugular 
compression is applied. Within 3 to 5 seconds, there is 
satisfactory filling of the upper and middle thoracic 
spinal canal with contrast medium. 

This method has been successful in two-thirds of the 
author’s cases. —Sanford Larson, M.D. 


Correlation of the Myelogram with Clinical and Op- 
erative Findings in Lumbar Disc Lesions, W. Ep- 
WARD LanscuE and Lee T. Forp. 7. Bone Surg., 1960, 
42-A: 193. 


Tuis stupy is a correlation of the myelographic find- 
ings with the surgical verification of herniated lumbar 
discs in a series of 866 patients examined at Barnes 
Hospital and Missouri Baptist Hospital in St. Louis, 
Missouri. However, the series is not a consecutive 
group. 

An accurate diagnosis of the herniated discs by 
myelography was obtained in 76.4 per cent of the 
patients. Six extradural and 3 intradural tumors were 
found which had mimicked ruptured intervertebral 
discs. Seven of these tumors were definitely verified 
only at operation and 2 were diagnosed by means of 
myelography before operation. A major discrepancy 
between the myelographic findings and the surgical 
findings was noted in 17.3 per cent of the cases. The 
discrepancies included such faults as finding a disc on 
the side opposite from that indicated by myelography 
and also finding a disc at a different level than that 
suggested by the myelogram. 

The authors definitely believe that myelography 
should be performed on all patients with herniated 
intervertebral discs who are to undergo surgery. 
Obviously, they likewise believe that it is contrain- 
dicated in those patients being treated conservatively. 

—Jack I. Woolf, M.D. 


Broadening of the Lumbosacral Root Sheaths (Er- 
weiterungen der Wurzelscheiden im Lumbosacral- 
bereich). HANs WERNER Pia. Langenbecks Arch. klin. 
Chir., 1959, 293: 69. 


SIXTEEN cases of widening of the lumbosacral root 
sheaths are presented, together with 60 cases from the 
literature. These spherical or symmetrical broaden- 
ings of the sheaths of the sacral nerve roots can fre- 
quently be demonstrated myelographically. The au- 
thors use a water soluble iodine preparation. 

An isolated root involvement was found in 60 per 
cent of the cases. The first sacral and less often the 
second sacral root were most commonly involved. In 
50 per cent of the cases there was no disability, and in 
66 per cent no symptoms. In most of the cases a 
herniated nucleus pulposus was the cause of the pre- 
senting symptoms. The peak age incidence in the 
author’s series is in the fifth decade. Some patients 
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had a long history of unilateral sciatica and, fairly 
often, a cauda equina syndrome. Large cysts or cyst- 
like widenings may lead to a roentgenographic picture 
of compression atrophy with demonstrable bone de- 
fect. Although the cause is usually traumatic or de- 
generative, these lesions may be congenital. Multiple 
cysts or associated occurrence of other abnormalities 
of the meninges occur in 50 per cent of the cases. 
Associated bony abnormalities were present in 14 
of the 16 cases. 

Operative treatment is indicated in cases resistant 
to nonsurgical methods when there is a definite cor- 
relation between the broadening of the root sheath 
and the radicular findings. If the root is severely in- 
volved, total extirpation is indicated. Otherwise, the 
cyst is opened widely. —Sanford Larson, M.D. 


SYMPATHETIC NERVES 


Deep Tissue Temperatures and Blood Circulator 
Velocities in the Lower Extremities of Patients wit 
Obliterative Arterial Disease 4 Years After Lumbar 
Gangliectomy (Studio della temperatura profonda e 
della velocita’ di circolo degli arti inferiori di soggetti 
affetti da A.O.C.P. a 4 anni di distanze dalla gangliec- 
tomia lombare). L. ScARABELLI, E. SABBADINI, and 
M. Gazzanica. Chir. pat. sper., 1959, 7: 1523. 


THIRTY-SEVEN PATIENTS suffering from both the juve- 
nile (Buerger) and arteriosclerotic type of obliterative 
arterial disease in the lower extremities were evalu- 
ated with reference to the behavior of the tempera- 
tures in the muscular tissues and speed of the blood 
circulation in the affected limbs. Evaluations were 
made both before the lumbar gangliectomy and 4 
years afterwards. 

The muscle temperatures were measured by insert- 
ing a sterile needle attached to a thermoelectric ap- 
paratus into the muscular masses of the thigh, leg, 
and foot. 

To measure the circulatory velocity, a Wood’s lamp 
apparatus was placed to procure a homogeneous 
illumination of the limb to be explored. By means of 
the intradermal injection of a histamine preparation, 
blisters were raised on the thigh, the leg, and the base 
of the great toe; 5 c.c. of a 10 per cent solution of 
fluorescein was injected into the femoral artery at the 
base of the triangle of Scarpa, and the time transpiring 
from its introduction to its appearance in the content 
of the blisters was observed. 

It was found that the intramuscular temperatures 
and the circulatory velocities underwent some initial 


improvement, especially in the early forms of the ju- 
venile or Buerger’s type of the disease. However, 
these improvements tended in all instances to dis- 
appear or to become less pronounced with the post- 
operative lapse of time. 

In attempting to explain these temperature and 
circulatory velocity behaviors, the authors believe the 
most plausible theory is that the active factor is the 
continued though frequently covert progress of the 
original pathologic process itself, rather than any late 
effects from the gangliectomy. 

— John W. Brennan, M.D. 


Experimental Studies on the Role of the Autonomic 
Nervous System in the Occurrence of Visceral Le- 
sions. Hirosut Iron, Kazuo Amano, TE1zo Kasana- 
pon and SamMon Yokohama M. Bull., 1959, 10: 


THIS INVESTIGATION was performed to verify the role 
of the autonomic nervous system in producing definite 
visceral lesions. The experiments performed were 
based upon the method devised by Reilly in 1934. 

The splanchnic nerves were damaged by the in- 
fusion of ethanol, the infusion of croton oil, or the 
sprinkling of lycopodium powder. Other experiments 
were made by the injection of the croton oil into the 
mesenteric lymph node, the electrical stimulation of 
the cervical sympathetic nerves, and the injection of 
the croton oil into the pharyngeal mucous membrane. 
In all of these experiments, there was rather intense 
congestion, bleeding, and degeneration or necrosis in 
various viscera. The involved viscera were not only 
those supplied by the specific nerves, but also those 
in more widespread areas. This reaction was much 
more definite in guinea pigs but could also be pro- 
duced in rats by slight modification of the procedures. 

Splanchnicectomy in rats produced very marked 
changes of bleeding and necrosis in the small intes- 
tines. These changes were observed through artificial 
abdominal windows and by means of the usual 
histologic studies. 

The authors definitely believe that the results are 
due to reflex nerve stimulation and not to either hu- 
moral or purely stress mechanism. It is stated that 
the autonomic nerves contain both afferent and 
efferent fibers and hence the stimulation of the af- 
ferent or sensory fibers will pass through a reflex arc 
and produce more widespread changes. The most 
important feature resulting from these lesions was a 
marked peripheral circulatory failure. 

—Fack I. Woolf, M.D. 
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SURGERY OF THE INTEGUMENT AND CONNECTIVE TISSUES 


SKIN AND SOFT TISSUES 


Basal Cell Cancer in Children and Young Adults. 
JoserpH E. Murray and Braprorp Cannon. WV. Eng- 
land J. M., 1960, 262: 440. 


BecausE the spontaneous occurrence of basal cell 
carcinoma unrelated to a xeroderma pigmentosa or 
to exposure to actinic or ionizing radiation is rare in 
the teens and unusual in the twenties, the diagnosis 
may be delayed, since it is considered unlikely, or over- 
looked. The present study is an analysis of basal cell 
cancer in 41 children and young adults. 

The authors found that the lesions were similar in 
distribution and biologic activity to those seen in 
later life. In nearly half the patients, the first sign of 
the disease was present by the twenty-first year. Be- 
cause of pre-existing benign appearing nevi, papillo- 
mas, or scars, there was an average lapse of 6.1 years 
from the onset of signs to the establishment of a tissue 
diagnosis. A striking finding was the activation of 
these pre-existing lesions by slight trauma. 

The authors emphasized that basal cell cancer must 
be considered in the differential diagnosis, even in 
young persons, and that histologic verification of the 
tumor is required. — Wayne F. Cameron, M.D. 


Tumors of the Neuromyoarterial Glomus (Les tu- 
meurs du glomus neuro-myo-artériel). P, and 
P. PicEAuD. Ann. chir., Par., 1960, 14: 179. 


THIS REVIEW of glomus tumors of the digits is prompted 
by observation on the Surgical Service of lH6pital de 
Niort in Niort, France of a case of glomus tumor 
which had been severely symptomatic and variously 
misdiagnosed for a period of 34 years, had resulted in 
a tublike erosion of the distal phalanx, and was 
ultimately cured by resection of the tumor under local 
anesthesia. 

These small intradermal tumors appear sponta- 
neously on the end of a finger in relation to the nail and 
may give the subungual skin a cyanotic appearance. 
Pain occurs spontaneously or on contact and charac- 
teristically has a wide radiation which may involve 
the shoulder or the hemithorax and lead to diagnostic 
confusion which prolongs suffering for years. The 
pain from the lesion has led to confusion with peri- 
ostitis. Bony erosion is rare but may occur when the 
tumor is subungual. The tumor appears on the roent- 
genogram as a single, tublike depression in the bone 
which does not perforate the phalanx. It should not 
be confused with osteomyelitis, chondromas, heman- 
gliomas, or other tumors, since they are more apt to 
involve the entire depth of the phalanx or to have a 
multiloculated appearance. 

Doubts regarding the diagnosis of glomus tumors 
are best ended by excision of the tumor and histologic 
examination. These tumors have a characteristic 
histologic appearance; they consist of an afferent 
artery which rapidly becomes a sinusoid, the glomus 
itself consisting of an agglomeration of sinusoidal 
blood passages with a characteristic epithelioidal cell 


lining. The tumor is rich in unmyelinated nerve. The 
glomus itself is thought to function as a pressure re- 
ceptor governing local circulation. 

These tumors are most common on the tip of the 
digit and their frequency rapidly decreases as one 
considers the remainder of the extremity. They may 
appear on the palms or soles, or in the interdigital 
spaces, but are very rare on the dorsum of the hand or 
the foot. They have been reported in the forearm, 
arm, leg, buttocks, and trunk. 

Glomus tumors outside of the dermis have been 
described in such areas as the uterus, skeletal muscle 
of the extremities, the capsule of the knee, the larynx, 
the trachea, the mediastinum, or in the intraperitoneal 
viscera. They have been described in the region of the 
gastric antrum—where they may be associated with 
hemorrhage from adjacent ulceration. Their typical 
epithelioidal cells place them in the group with 
paragangliomas and chromaffin tumors. 

—Robert S. Shaw, M.D. 


A Simple Marsupialization Technique for Treatment 
of Pilonidal Sinus. Danret J. ABRAMSON. Ann. Surg., 
1960, 151: 261. 


THE AUTHOR describes a simple marsupialization 
technique for the treatment of pilonidal sinus, and 
reports the results in 225 patients treated by this tech- 
nique in the outpatient department of the Walter 
Reed Army Medical Center, Washington, D.C. The 
operation is performed under local field block anes- 
thesia utilizing one per cent lidocaine with epine- 
phrine. Approximately 20 to 30 c.c. of solution is ade- 
quate for anesthesia. A mosquito clamp or grooved 
director is inserted into the sinus opening and the 
entire tract is laid open with a scalpel. The incision 
is continued into normal tissue for a short distance. 
All grumous material and hair is removed by wiping 
with gauze. A search is made for additional openings 
which indicate extensions. If any are found, these 
tracts are opened in their entirety. A small portion 
of the sac is left just lateral to the midline. The skin 
and adjacent sac wall to be excised are grasped with 
Allis forceps, and the excision is performed with scis- 
sors. The intact skin edge is then sutured to the edge 
of the remaining sac with interrupted No. 2-0 chromic 
catgut. The bite includes the deeper tissues in order 
to obliterate dead space. A pressure dressing is ap- 
plied. On the second postoperative day, the pressure 
dressing is removed and the wound is cleaned. The 
sutures are removed within 7 to 9 days and sitz baths 
are begun at that time. The patient’s wound is re- 
dressed in the clinic at approximately 5 day intervals. 
At each dressing the base is rubbed with a cotton ap- 
plicator stick to prevent bridging. Intervening dress- 
ings are done by the patient. Ingrowth of hair is pre- 
vented by frequent shaving of the area. The patients 
are entirely ambulatory and are not hospitalized. 
The operation applies to complex and simple cases. 
The majority of patients treated by the author 
gave histories of prolonged periods of drainage, of 


owever, 
to dis- 
post- 
eve the 
r is the 
of the 
ny late 
M.D. 
onomic 
ral Le- 
ASAHA- 
10: 
he role 
definite 
1 were 
the in- 
or the 
‘iments 
nto the 
tion of 
tion of 
ibrane. 
intense 
rosis in 
only 
much 
pro- 
edures. 
narked 
| intes- 
rtificial 
usual 
ults are 
1er hu- 
d that 
and 
the af- 
lex arc 
> most 
was a 
1.D, 
125 


126 International Abstracts of Surgery - August 1960 


abscesses, or of recurrences. Sixty-two of the patients 
had had incision and drainage procedures prior to 
the present operation. Eleven had undergone excision 
and open packing and 17 excision and primary 
closure. Thirty-one acute abscesses were found on 
initial examination, 7 of which were treated by 
marsupialization as the initial operation. A follow-up 
of 159 patients, or 79.5 per cent of the patients oper- 
ated upon, was carried out. There were 11 recur- 
rences, 6.9 per cent. 

The causes of recurrence with primary closure 
techniques include the presence of dead space, stitch 
abscesses, excessive tension, and trauma. All of these 
are eliminated with the technique described. 

—Lloyd D. MacLean, M.D. 


PLASTIC REPAIR 


Exposure and Natural Fixation of Split-Thickness 
Skin Grafts, HErBert D. Arch. Surg., 1960, 
80: 244. 


THE EXPOSURE and natural fixation technique of split- 
thickness skin grafting has been used to apply 53 
grafts in 44 patients at the Veterans Administration 
Hospital, Syracuse, New York. Forty-eight of these 
grafts were placed on granulating beds; 5 were placed 
on fresh surgical wounds. : 

The author employed the application of large single 
sheets of skin for complete wound coverage rather 
than multiple small patch grafts or strip grafts. A 
margin of about 1 mm. was left uncovered between 
the edges of the graft and the normal skin. This un- 
covered area allows subsequent accumulation of serum 
to drain or be expressed from underneath the graft. 
The central area of the graft was not perforated but 
was left as a solid sheet. In most instances a foam 
rubber protector has been used with its central por- 
tion cut out to expose the graft. This protector serves 
to keep bedclothes and sheets from scraping over the 
graft. The success of the graft can ordinarily be deter- 
mined by the second or third day, since by this time 
it is well attached to its bed and has a good viable 
color. No retraction of the grafts has occurred, whether 
they overlapped the skin edge or were applied just to 
the margin of the surrounding skin. The grafts usually 
required no care beyond a week or 10 days. The 
exposure method of grafting allows early coverage of 
an open wound and facilitates simultaneous care of 
suppurating sinus tracts in the same region. The grafts 
have survived over freshly cut ends of tendon, on 
grossly irregular and infected surfaces, and in de- 
pressed saucerized beds. 

A major advantage of the exposure method is that 
the graft is always open to full view, and observations 
of its viability can be easily made. Infection and 
hematoma formation can be detected and eliminated 
so that the graft is not totally destroyed. The author 
states that not a single complete graft was lost by this 
technique because of infection or hematoma. He con- 
cludes that the hazard of loss of the graft in many 
conditions is minimized by the daily observation and 
care of the graft permitted by this exposure and natu- 
ral fixation method; he also recommends the open 
treatment of donor sites rather than enclosure 
dressings. —Gilbert S. Campbell, M.D. 


BREAST 


Gynecomastia of Pulmonary Tuberculosis (Les gyné. 
comasties des tuberculeux pulmonaires). C. Moun 
and B. ABERKANE. Sem. hép. Paris, 1960, 36: 194, 


Amonc 800 paTIENTs with pulmonary tuberculosis the 
authors observed 13 with gynecomastia. All were 
muscular North Africans. All had severe tuberculosis, 
10 of them bilateral lesions and 3 unilateral lesions, 
Sputum was positive for tubercle bacillus in all, 
Twelve of the patients had received treatment con- 
sisting of isoniazid alone or isoniazid with para- 
aminosalicylic acid or streptomycin. 

In 7 patients the gynecomastia was on the left side; 
in 5 it was bilateral; in 1 it was on the right but ap- 
peared on the left after excision. Predisposition for the 
left side corresponds to other published statistics of 
gynecomastia. 

A testicular biopsy was performed in most of the 
patients. Histologically this tissue appeared normal. 
In no case was there tumor formation, inflammation, 
or tuberculosis of the testicle. 

Seventeen-ketosteroid determinations revealed a 
low level in 12 of the patients, and a normal level in 1. 
In contrast the result of the Thorn test was normal 
in all patients. Almost all of the patients had hyper- 
estrogenemia with elevation of urinary folliculin and 
a high level of urinary phenolsteroids. In 5 cases there 
was an elevation of pituitary folliculin stimulating 
hormone. These data suggest that the cause for the 
gynecomastia is hyperestrogenemia on a pituitary 
basis. The cause of the gynecomastia seems to be re- 
lated to the administration of isoniazid. 

Treatment consists of administration of male hor- 
mone or of excision of the involved breast. 

—Frederick W. Preston, M.D. 


Hodgkin’s Disease of the Breast. J. K. McGrecor. Am. 
J. Surg., 1960, 99: 348. 


Primary HopckIn’s DIsEAsE of the breast is a rare con- 
dition, only 15 previous cases having been reported. 
The condition may be considered primary in the 
breast when there is no evidence of disease occurring 
elsewhere in the body. The average life expectancy 
after diagnosis of primary Hodgkin’s disease of the 
breast is approximately 4 years. In secondary in- 
volvement of the breast the life expectancy is shorter. 

There do not appear to be any characteristic fea- 
tures of this disease, since it may be present as a soli- 
tary mass or as a diffuse enlargement. Lymphedema 
of the breast appears in many cases early in the course 
of the disease, causing confusion with the inflamma- 
tory type of carcinoma. 

Treatment in general has been unsatisfactory, as 
with Hodgkin’s disease elsewhere in the body. Surgi- 
cal treatment should be considered only when there 
is good evidence that the process is localized to the 
breast. The best results have been reported when 
postoperative radiation has been added to surgery. 
Chemotherapy has been used extensively with Hodg- 
kin’s disease but its exact role has yet to be established. 

A case is presented in detail of a 29 year old woman 
who noted the mass in her left breast while nursing a 
5.5 month old child. The whole breast soon became 
enlarged and tense with a slight reddish discoloration. 
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Incision of the breast was performed, but no pus or 
fluid was obtained, and a biopsy was read as chronic 
anulomatous inflammation. Two weeks later lymph 
node enlargement of both axillas was noted. Simple 
mastectomy was performed shortly thereafter, and 
histologic studies showed Hodgkin’s disease. The pa- 
tient died 6 months after the onset of the illness. Post- 
mortem examination showed extensive widespread 
Hodgkin’s disease. —E. Thomas Boles, jr., M.D. 


The Incorporation of Formate-C" into Human Breast 
Cancer in Vitro. Howarp H. Sxy-Pecx, SyDNEY 
Korman, SaMuEL Taytor III, and Ricnarp J. 
Winz_er. Cancer Res., 1960, 20: 125. 


RELATIVELY CONSISTENT in vitro incorporation of 
formate-C'4 into normal breast tissue protein taken 
from different individuals and from the same in- 
dividual at different times was noted. Estradiol ad- 
ministration did not appreciably affect the rate of 
incorporation of the formate-C" into proteins or pro- 
tein bound serine of the tissue of normal breasts. How- 
ever, neoplastic breast tissue that survived showed 
responses to estradiol therapy within a few days. In 
patients whose tumor tissues showed an increased rate 
of formate-C4 uptake, progression of the disease was 
more rapid; whereas in those showing decreased up- 
take rates, subsequent regression or no change in 
tumor size occurred. The tumors of patients who 
showed a more rapid clinical progression of disease 
had a more rapid uptake of formate-C', whereas 
tumors with relatively slower uptakes of formate-C™ 
were observed in patients with clinically static or 
regressing disease. 

Administration of estradiol caused a stimulation 
of formate-C incorporation into RNA purines in 
the tissues of both normal and neoplastic breasts. 
There was little or no incorporation of formate-C™“ 
into DNA purines. Appreciable incorporation of 
formate-C into DNA thymine from both normal 
and neoplastic tissues was observed. 

—Robert W. Williams, M.D. 


Breast Cancer Detected by Routine Physical Exami- 
nation. ARTHUR I. HoLLEes, Louis VENET, EMERSON 
a and Susan Hoyt. WN. York State 7. M., 1960, 60: 


From January 1954 through December 1956, 43,411 
routine physical examinations were performed on 
25,629 well patients at a cancer detection clinic. 
During this 3 year period, 97 histologically proved 
breast cancers were detected in this selected popula- 
tion. In this group, there were 70 breast cancers 
detected on routine periodic examination or at the 
time of an interval consultation at the clinic. In 
addition to these clinic diagnoses, there were 27 
other patients with breast cancer who were detected 
and diagnosed elsewhere, 8 within 6 months of their 
last clinic visit. This latter group of patients gives 
one some concern regarding the optimum time in- 
terval to be recommended for periodic follow-up 
breast examinations in the detection of “early” breast 
cancer, 

Of the 70 patients with breast cancer discovered 
by the clinic, 37.1 per cent were found on initial 
examination and 62.9 per cent were found on sub- 


sequent examination. Of the 47.1 per cent of the 
patients less than 50 years of age, 44.3 per cent were 
totally asymptomatic at the time of examination. 
Three patients in this group had preinvasive car- 
cinoma in situ. No survival statistics are given at this 
time. —Edward F. Lewison, M.D. 


Breast Cancer in Women 30 Years Old or Less. 
Tuomas TAyYLor Wuirte. Northwest M., 1960, 59: 218. 


THE AUTHOR analyzed the survival data of 23 young 
patients with breast cancer who were 30 years of 
age or younger at the time of their disease. This 
material was collected from three Seattle, Washington 
hospitals. The incidence of breast cancer at this prime 
period of life is fortunately very low, about 2 per cent. 

Patients with carcinoma in situ and sarcoma of 
the breast were eliminated from this study. It is of 
note that the author also eliminated 2 patients lost 
to follow-up who were listed as failures but were not 
included in other tabulations. 

At the end of 5 years, 15 patients had died of cancer 
and 1 patient was living with known metastases. 
The author reports a 5 year survival rate of 35.9 
per cent, which should be corrected to 34.8 per cent. 

The young patient with localized disease does very 
well but the young patient with metastatic disease 
does much more poorly than ordinarily would be 
expected. — Edward F, Lewison, M.D. 


Carcinoma of the Breast Associated with Pregnancy 
or Lactation. Rosert C. Austin, JR. Obst. Gyn., 1960, 
15: 287. 


THE INCIDENCE of breast cancer occurring during 
pregnancy or lactation is approximately 3 per 10,000 
pregnancies. 

It is usually believed that cancer of the breast in a 
pregnant or lactating woman has a worse prognosis 
than in the nonpregnant woman and that spread is 
more rapid. This is probably due to both patient and 
doctor delay, in part to the masking of the tumor by 
increased breast size. The vascularity of the breast 
prompts both growth and spread of the tumor. It is 
thought too that cancer has a worse prognosis in a 
younger patient. Increased estrogen has also been 
implicated as a factor for the following reasons: 
(1) estrogen is known to promote the growth of meta- 
static tumors, (2) estrogen levels decreased by oopho- 
rectomy and adrenalectomy can lead to remission, 
(3) more estrogen accumulates in cancerous breast 
tissue than in normal breast tissue, and (4) in mice of 
suitable strains, estrogen is tumorigenic for mammary 
carcinoma. 

To detect breast cancer early, the breasts should be 
examined frequently during pregnancy. Biopsy should 
be performed promptly if there are any suspicious 
areas. There is no reason to postpone radical mas- 
tectomy because the patient is pregnant. Oophorec- 
tomy should be performed only as a therapeutic 
measure; if there is spread, it may justifiably be per- 
formed at the time of primary treatment. It is not 
certain if therapeutic abortion is or is not beneficial to 
improve the cure rate. Subsequent pregnancies should 
be advised against for at least 3 years if the disease is 
localized in the breast and for 5 years if there is spread 
to axillary nodes. 
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The author reports briefly on 9 cases seen at The 
University of Colorado Medical Center in Denver in 
the past 10 years. Eight of the 9 patients had at least 
axillary spread when treated. None with axillary 
spread have survived for 5 years although 3 are living 
who are not yet eligible. — Warren R. Lang, M.D. 


Treatment of Advanced Carcinoma of the Breast by 
Bilateral Oophorectomy and Prednisone. DIANA 
M. BrinkLEY and E.izaBETH 
Lancet, Lond., 1960, 1: 123. 


EIGHTY-TWO PATIENTS with far advanced breast car- 
cinoma were treated at Addenbrooke Hospital, 
Cambridge, England. All these patients had either 
had radical mastectomy and extensive roentgen 
therapy or were categorically inoperable when first 
seen. Sixteen of the 82 were treated by bilateral 
oophorectomy followed by 10 mgm. of prednisone 
twice daily. Of these, 9 had a satisfactory response 
and 7 did not. The other 66 patients were treated for 
recurrences of disease after a period of remission from 
standard therapies. Of these, 24 had satisfactory re- 
sponse as compared to 42 with questionable response. 

Whether or not the patient was premenopausal or 
postmenopausal or whether or not there were ovarian 
metastases seemed to be of no significance in the 
response obtained. As well, the specific mechanism of 
benefit of the prednisone is not known. It was be- 
lieved that surgical castration was necessary, as 
roentgen ray castration did not completely destroy 
ovarian function. In deciding upon benefit, only 
patients showing some definite objective improvement 
were classified as having satisfactory response, whereas 


those with purely subjective benefit were not con- 
sidered improved. —Robert W. Williams, M.D. 


Treatment of Metastasizing Cancer of the Breast with 
Oophorectomy and Cortisone. Benct H. Persson 
and Lars RisHowm. Acta chir. scand., 1960, 118: 217, 


THE AUTHORS Discuss the present evidence for classi- 
fication of breast cancers into estrogen dependent 
and estrogen independent groups. They note that at 
present it is impossible to decide in advance to which 
group the individual patient with breast cancer 
belongs except by therapeutic trial. Hoping to find 
a simple method of decreasing estrogen production, 
Nissen Meyer suggested oophorectomy combined 
with cortisone administration. The aim of the corti- 
sone therapy was to produce a pharmacologic adrenal- 
ectomy. 

In this study 50 patients with breast cancer were 
treated by oophorectomy and 50 mgm. of cortisone 
daily. There were 32 patients with stage 2 breast 
cancer, and the results in this series of patients are 
not reported. Of the remaining 18 patients in stage 
3, objective regression occurred for a limited period 
in 11 patients. An additional 3 patients showed some 
evidence of subjective improvement without objective 
improvement. The authors discuss the advantage of 
this type of conservative therapy over other endocrine 
ablation procedures. 

The authors advocate oophorectomy and cortisone 
therapy as an adjunct to radical mastectomy in all 
patients with stage 2 breast cancer, but no survival 
statistics are presented to substantiate this point of 
view. — Edward F. Lewison, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL 


Congenital Anomalies of the Sternum and Their 
Treatment. (Text in Greek). A. Krontiris and A. 
Tstronis. Nossokomeiaka Chronica, 1959, 21: 465. 


THE AUTHORS report a case of bifid sternum. The pa- 
tient was a 30 year old woman who had had an obvious 
deformity of the anterior chest since birth that had 
not caused symptoms. Physical examination revealed 
a bone defect, of about 13 by 3 cm., over the sternum. 
The sternum was widely separated superiorly and its 
two sections were connected to each other at the 
xiphoid process. The heart and great vessels could 
easily be palpated through a thin, reddish skin cover- 
ing them. A roentgenogram verified the diagnosis of 
bifid sternum without any other deformity. Operative 
reconstruction was recommended for both cosmetic 
and prophylactic reasons, since the heart and great 
vessels lacked skeletal protection. 

The surgical repair in this case consisted first of 
removal of the thin skin overlying the heart and par- 
tial detachment of pectoralis muscles from either side 
of the sternum and the rib cartilages. The defect was 
then covered with a 15 by 6 cm. acrylic plate which 
was attached over the two sections of the sternum by 
means of nonabsorbable sutures. The patient made 
an uneventful recovery and was doing well 3 months 
after the operation. Acrylic plate was used in this 
case because the defect was too large to be closed by 
primary approximation of the two sternal sections, 
and bone or cartilage grafting would have necessi- 
tated large operative scars which the patient refused 
to accept. — Michael G. Seremetis, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Physiologic Factors Affecting Airway Resistance in 
Normal Subjects and in Patients with Obstructive 
Respiratory Disease. Joun BuTLER, Cotin G. Caro, 
RapHaEL ALcaLa, and Artuur B. DuBors. 7. Clin. 
Invest., 1960, 39: 584. 


ALTHOUGH THE AIRWAY CONDUCTANCE increases at 
larger lung volumes in normal subjects, it is reduced 
in patients with asthma or emphysema who are 
breathing with a large functional residual capacity. 
The effects on airway conductance (the reciprocal of 
airway resistance) of chest strapping, bronchomotor 
drugs, exercise, forced breathing, oxygen, carbon 
dioxide, and old age were measured in normal sub- 
jects and compared with similar observations in pa- 
tients with asthma, bronchitis, and emphysema. 
Airway conductance was found to be dependent on 
lung elastic pressure rather than on lung volume. 
Atropine given subcutaneously, and isoproterenol 
used as an aerosol, increased airway conductance in 
normal subjects and tended to improve toward nor- 
mal the relationship of airway conductance to both 
esophageal pressure and lung volume in patients with 
asthma, bronchitis, and emphysema. Breathing oxy- 
gen and different concentrations of carbon dioxide did 


not alter the airway resistance. In several patients 
with mild asthma, forced breathing or exercise de- 
creased the airway conductance while tending to 
increase the functional residual capacity. The 
mechanism of this response is unknown, but it is pre- 
sumably dependent on changes in the airway wall, 
the pressure of the elastic tissue of the lung at dif- 
ferent volumes being unchanged or increased. In 
healthy old age there was a reduction in the maximal 
flow rates which was not associated with any increase 
in airway resistance. It appeared to be due to a re- 
duction in the power of the respiratory muscles, since 
the maximal pressure generated at the mouth was 
reduced in most subjects. 

It was the authors’ impression that, in normal sub- 
jects, airway conductance apparently depended on a 
balance of forces between the tension in the airway 
walls and the opposing transmural pressure gradient 
due to the elastic traction of the lungs. This balance 
of forces was altered and airway conductance was 
found to be reduced in patients with lower airway 
obstruction. —Stephen W. Carveth, M.D. 


Evaluation of the Slope-Volume Method as an Index 
of Pulmonary Blood Volume. Yanc Wana, Joun T. 
SHEPHERD, and Rosert J. MarRsHALL. 7. Clin. Invest., 
1960, 39: 466. 


THE AUTHORS carried out studies on 16 dogs to test 
the validity of the Newman slope volume method 
as an index or measurement of the volume of blood in 
the lungs. Indocyanine was injected into the pul- 
monary artery, and indicator dilution curves were 
inscribed at the aortic root using a high frequency 
densitometer. 

The authors conclude that if one assumes the 
validity of the Stewart-Hamilton method (which 
makes no assumption regarding the nature of blood 
flow through the lungs and therefore is valid whether 
the flow is laminar or turbulent) it appears that the 
slope volume, based on the proposition that the lung 
and heart are a series of perfect mixing chambers, 
neither gives a measurement of the blood volume in 
the lungs nor consistently reflects the magnitude of 
changes induced therein. — ohn 7. Hudock, M.D. 


Laminagraphy of Chronic Bronchitis and Bronchi- 
ectasis with Bronchographic and Angiopneumo- 
raphic Control (La semeiotica stratigrafica delle 
ronchiti croniche e delle bronchiectasie, al lume dei 
controlli broncografici ed angiopneumografici). E. 
Benassi, D. and G, L. SANNAzzarRI. Minerva 
med., Tor., 1960, 13: 57. 


Tue AuTHoRS have been making comparative studies 
with stratigraphic (laminagraphic), bronchographic, 
and angiopneumographic roentgenograms of patients 
with chronic bronchitis and bronchiectasis. They be- 
lieve that laminagraphy is not much inferior to bron- 
chography and often will give more complete results 
with the obvious advantage of simplicity. Findings 
are sufficiently exact not only in parenchymal lesions 
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but also in bronchial lesions, giving the type, exten- 
sion, and location. 

The authors believe that laminagraphy is superior 
to bronchography in locating cystic lesions and they 
are often able to determine the lobe and segment with 
the former method of study. 

The authors believe that laminagraphic studies 
should always precede instrumental studies and with 
few exceptions will give sufficient data to make bron- 
chographic studies unnecessary. 

The article is very well illustrated and the pictures 
demonstrate the subject matter much better than it 
can be described. —Lucian 7. Fronduti, M.D. 


Three New Cases of Intrapulmonary Cyst (A propos 
de trois nouveaux cas de kystes intra-pulmonaires). 
V. K. Stojanovic and D. J. Vasirjevic. Lyon chir., 
1960, 56: 23. 


THE AUTHORS have previously reported a series of 4 
cases of lung cysts from the Surgical Clinic at Lyon, 
France. This article reports an additional 3 cases 
seen since 1952. 

The first case was of a congenital cyst discovered 
on routine physical examination of a man aged 20. 
The lesion was treated by segmental resection of the 
portion of the lung containing the cyst. The second 
patient was a 24 year old man complaining of weight 
loss. A lung cyst was diagnosed on roentgenographic 
examination of the chest. The lesion was a single 
hydatid cyst the size of a hen’s egg. It was treated by 
drainage. The diagnosis was established by culture 
and histologic examination. Case 3 was in a 34 year old 
worker with pneumonia and elevated temperature. 
Multilocular cysts of congenital origin were found. 
These were treated by thoracotomy and drainage. 
All 3 patients had good results. 

—Frederick W. Preston, M.D. 


Surgical Treatment of Spontaneous Pneumothorax. 
Isp ANDERSEN and THUE PouLSsEN. Acta chir. scand., 
1959, 118: 105. 


A SERIES OF CASES comprised of 43 patients with 46 
attacks of spontaneous pneumothorax is reported and 
analyzed in the light of the results. Pleurodesis ac- 
cording to the method of Brock was induced in 23 
of the patients, 14 were treated by drainage alone, 
and 7 were treated by lung resection and/or de- 
cortication. 

Brock’s pleurodesis was found to be a suitable 
treatment in most cases of simple pneumothorax. 
Drainage alone was reserved for elderly patients 
in poor general condition, and operation is thought 
to be indicated in those cases with large cysts and 
pronounced pleural thickening of a chronic nature. 

—W. Foster Montgomery, M.D. 


Experience with Amphotericin in the Therapy of 
Histoplasmosis. J. L. YATES, N. Atay, H. V. 
LaNGELuTTIG, C. A. BRASHER, and M. L. FurcoLow. 
Dis. Chest, 1960, 37: 144. 


THE AUTHORS report their experience with ampho- 
tericin B in the therapy of histoplasmosis. It is men- 
tioned that this is not an ideal antifungal agent be- 
cause (1) it must be given by the intravenous route, 
(2) therapy must be continued for a period of 8 to 16 


weeks or longer, although the optimum duration of 
therapy is not known, (3) there are occasional trouble- 
some side effects, (4) patient acceptance is relatively 
poor, (5) it is primarily suppressive and not fungicidal, 
and (6) it has been proved to produce hypersensitivity 
states. 

The authors report from the Missouri State Sana- 
torium in Mount Vernon, Missouri, an area in which 
histoplasmosis is endemic, and where since 1955 they 
have had constantly available in the hospital 5 to 10 
patients with active pulmonary histoplasmosis. Their 
data are based on the use of amphotericin B in the 
treatment of 29 patients with proved histoplasmosis 
and 1 with a condition strongly suggestive of histo- 
plasmosis. 

The average dose of amphotericin B was 0.75 
mgm./kgm. of body weight each day of treatment, 
administered in 500 to 1,000 c.c. of 5 per cent glucose 
in water intravenously. Side effects, the most common 
being anorexia, chill, headache, and fever, were 
present in all but 6 cases and were considered moder- 
ate to severe in 15. 

The duration of treatment varied from 3 weeks to 
5.5 months. A striking feature has been the conversion 
of sputum cultures to negative, usually within the 
first 2 to 3 weeks of therapy. The best results were 
noted in those individuals whose pretreatment clinical 
condition was rated as fair. In 1 instance in which a 
poor result was obtained, the individual was con- 
sidered in poor clinical condition prior to therapy. 

Amphotericin B is probably the best available 
therapy at the present time for deep mycoses. On the 
basis of this study, however, it has been found to be 
primarily suppressive and resection and thoracoplasty 
will probably continue to be necessary to provide a 
permanent cure. —W. Harrison Mehn, M.D. 


Tuberculous ro (Les pyothorax tuberculeux). 


Cu. MAtTTE!, AVAL, H. Payan, P. BALozET, and 
J. Cuoux. Chir. torac., 1959, 12: 418. 


THIRTY-FOUR CASES of tuberculous pyothorax were 
observed during the past 10 years, 17 on the authors’ 
service and 17 in private practice. In 27 of these in- 
dividuals the pyothorax developed as a complication 
of treatment for pneumothorax and 7 were instances 
of spontaneous empyema. Twenty-one were treated 
by simple puncture and injection of antibiotics, and 
in 13 a pleurotomy was found necessary. 

The antibiotic treatment of tuberculous empyema 
depends for its success on systematic and prolonged 
use of the antibiotics dihydrostreptomycin, isoniazid, 
and para-aminosalicylic acid. ; 

When there are heavy deposits on the walls of the 
cavity a sine qua non of medical therapy is thorough 
and continuous drainage together with cleansing 
lavages at intervals of 3 or 5 days. The addition to the 
wash water of the fibrinolytic agents streptokinase or 
streptodornase is not favored, although the authors 
have obtained very satisfactory results from the 
fibrinolytic action of trypsin. Symphysis of the residual 
cavity is frequently delayed; in these cases intrapleural 
injections of silver nitrate in progressively stronger 
concentrations, 2 to 10 per cent, has been found to be 
of value as has the use of the double chlorhydrate of 
quinine urea. 
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In these cases the chief causes of failure of purely 
medical management have been chronic broncho- 
pleural fistula, irreversible alterations of the under- 
lying pulmonary parenchyma, and the tardy institu- 
tion of the medical treatment itself. 

With the medical measures detailed, good results 
have been attained; 19 of these 34 patients, 55.8 per 
cent, were completely cured; however, 9 required a 
small pleurotomy. Eight further patients, 23.5 per cent, 
were cured with a complementary surgical interven- 
tion, decortication or thoracoplasty. Complete cure 
was not obtained in 7 patients. There either has not 
yet been any notable improvement or there has been 
some amelioration of the general condition but in the 
presence of more or less important pleural sequelae. 

— John W. Brennan, M.D. 


Resectional Therapy for Pulmonary Tuberculosis; 
An Evaluation oF the Technique of Reconstitution 
of the Lung in Segmental Resections. Victor M. 
Kimex. J. Thorac. Cardiovasc. Surg., 1960, 39: 405. 


Tue AUTHOR has reviewed 348 segmental pulmonary 
resections in an effort to determine the best method 
for dealing with the raw segmental surface of lung 
that remains after these resections. 

In 125 cases, the raw surfaces were approximated in 
such a manner as to eliminate the intrapulmonary 
dead space and bury the bronchial stump. As a result, 
no raw surfaces but only visceral pleural surfaces came 
in contact with the parietal pleura. In this group, 
there was a major complication rate of 2.4 per cent. 

In the remaining 223 cases, no attempt was made to 
cover the raw segmental surfaces and they were al- 
lowed to seal themselves against the parietal pleura. 
In this group, there was a major complication rate of 
12.1 per cent. 

The number of postresection space problems requir- 
ing tube drainage was likewise greater in the latter 

roup. 
; The author could find no correlation between the 
incidence of postresection complications and the de- 
gree of antituberculous drug coverage. He concluded 
that the low incidence of major complications and 
significant space problems in the group of patients in 
whom the raw surface was covered was due to the 
technical advantage of this maneuver. 
—Frank 7. Milloy, M.D. 


Five Year Survey of Results of Cytologic Examina- 
tion for Lung Cancer. R. E. Parker and J. D. 
Rew. WN. Zealand M. F., 1960, 59: 68. 


THE AUTHORS examined 4,331 specimens submitted to 
the Pathology Department of the Wellington Hospi- 
tal, in Wellington, New Zealand between the years 
1954 and 1959. There were 3,846 sputum specimens 
and 485 specimens of secretion obtained by bronchos- 
copy; all were stained using Papanicolaou’s method. 
Of a total of 1,310 cases studied there were 350 cases 
of primary lung carcinoma. 

Of the peripheral tumors correct positive diagnosis 
was made in 57 per cent, while 73 per cent of the 
secondary cancers were correctly diagnosed. 

An over-all figure of 62 per cent correct positives 
was noted. The authors give the following reasons for 
such a high figure for false positives: (1) identifying as 
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tumor cells, cells which were dyskaryotic only; (2) re- 
porting “Pap” type cells as tumor cells; (3) mistaking 
large lymphocytes for undifferentiated carcinoma; 
(4) mistaking regenerating epithelial cells as tumor 
cells; (5) confusion resulting from such conditions as 
bronchiectasis, pneumonia, and tuberculosis. 

The authors are of the opinion that the method 
merits use since confident diagnosis may be obtained 
from lesions that cannot be reached by means of the 
bronchoscope and that do not justify lung biopsy. 

— john JF. Hudock, M.D. 


Carcinoma of the Lung. Lewis G. Jacoss, James YEE, 
and Ivan A. May. Cancer, 1960, 13: 362. 


THREE HUNDRED AND TWENTY-ONE PATIENTS, 95 per 
cent of whom were white, were studied by multiple 
correlation analysis, analysis of variance, and survival 
curves to determine the relation, if any, between sur- 
vival and such factors as surgical treatment and 
irradiation. 

The conclusion was reached that a significant in- 
crease in survival is associated with definitive oper- 
ations and with adequate irradiation with a depth dose 
exceeding 3,000 r to the tumor, when the effects of 
other significant factors have been allowed for. The 
accompanying operative mortality was less than 2 per 
cent. 

As might be expected, the clinical stage at the time 
of admission, the type or grade tumor, and possibly 
the location of the primary lesion had a relation to 
survival. Race, length of initial symptoms, amount of 
weight loss, and the exfoliative cytologic findings had 
no perceptible relation to longevity. The cure rate 
for pulmonary carcinoma’ among the patients was 
about 8 per cent at 2 years, 7 per cent at 5 years, and 
5 per cent at 7 years, indicating that patients alive and 
free of cancer at 2 years have a good chance of per- 
manent cure. In the patients with peripheral car- 
cinomas, the cures were 14 per cent, as opposed to 2.5 
per cent in those with centrally located carcinomas. 

— James S. Conant, M.D. 


Results of Surgical Treatment of Bronchogenic Car- 
cinoma (Risultati del trattamento chirurgico del car- 
cinoma bronchiale). A. E. PALETTo, E. MAsENTI, and 
F. VicLione. Chir. torac., 1959, 12: 339. 


THE AUTHORS report on 490 patients with broncho- 
genic carcinoma treated on their service up to Decem- 
ber 1956. Of these 490 patients, 278 were judged to be 
clinically inoperable. Sixty-nine patients were found 
inoperable after thoracotomy. Resections were car- 
ried out on 143 patients: extended pneumonectomy 
in 31; pneumonectomy in 64; lobectomy in 45; and 
segmental resection in 3. 

The over-all mortality rate of the patients who had 
resections was 10.2 per cent. During the period 1949 
to 1953 the mortality rate was 21 per cent, but during 
the period 1953 to 1956 it dropped to 6.7 per cent. 
Routine scalene node biopsies were performed on all 
patients. In 11 per cent of patients with no clinical 
evidence of supraclavicular node involvement, the 
biopsy showed positive nodes indicating inoperability. 
In the 143 patients who had pulmonary resections of 
a curative nature, the over-all 5 year survival was 9.7 
per cent. When this survival rate was broken down 
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according to the different operative procedures 
carried out, the following results were obtained: 0 per 
cent for extended pneumonectomy; 16 per cent for 
pneumonectomy; and 10 per cent for lobectomy. 

When histologic criteria were considered, the sur- 
vival rate was as follows: 6.3 per cent for the epider- 
moid lesions, and 0 per cent for glandular and un- 
differentiated carcinomas. 

—René B. Menguy, M.D. 


The Postp 


y State, Clinical and Phys- 


iologic Observations in 36 Cases. BENJAMIN BURROWS, 
Rosert W. Harrison, WILLIAM E. ADAMS, ELEANOR 
M. Humpureys, and Others. Am. 7. Med., 1960, 28: 
281. 


In THIs stuDY of 36 individuals who underwent pneu- 
monectomy as adults, 10 were examined less than a 
year after operation, the remainder between 2 and 17 
years after operation. 

Twenty-three of the patients had cardiac cath- 
eterization and all had several pulmonary function 
studies both at rest and after exercise in many in- 
stances. The data from all of these studies are tabu- 
lated quite completely. As many of the surgical 
specimens as possible were re-examined, particularly 
with regard to the status of the excised pulmonary 
tissue away from the site of primary disease. 

Findings are discussed in the light of known and 
possible physiologic changes; particularly it is pointed 
out that there is progressive overinflation of the re- 
maining lung during the first year or so after pneu- 
monectomy but without great change in exercise 
tolerance. There is no definite evidence of destructive 
changes as a result of this overinflation. Associated 
disease limiting cardiac or pulmonary reserve may be 
aggravated as a result of the removal of functioning 
lung tissue and this fact is perhaps often responsible 
for respiratory symptoms that follow pneumonectomy. 
It is pointed out that, when pulmonary tissue is 
abnormal throughout and the remaining lung is 
abnormal, there will be a high incidence of pulmonary 
hypertension and cor pulmonale. It is suggested that 
the perfusion function of the lung is the most sensitive 
to pulmonary resection. It is hypothesized that there 
is an active vasomotor effect of exercise on the pulmo- 
nary vascular bed; and it is suggested that this may 
explain the increased diffusion capacity and blood 
flow capacity of the lung during exertion. 

—Robert W. Williams, M.D. 


Contralateral Pneumothorax After Pneumonectomy 
for Carcinoma. Joun B. Biatock. Dis. Chest, 1960, 


THE COMPLICATION of contralateral pneumothorax aft- 
er pneumonectomy occurred in 4 of 340 patients who 
underwent pneumonectomy at the Ochsner Clinic in 
New Orleans, Louisiana from 1942 to 1958. Two of 
these 4 patients survived, and 1 of the remaining pa- 
tients died of cardiac complications after his pneumo- 
thorax had been adequately managed. The author’s 
impression is that, in the absence of a gross site of 
leakage, one seems forced to attribute this complica- 
tion to disruption of the pulmonary parenchyma. In 
the presence of a mobile mediastinum in cases of open 
thoracotomy the contralateral lung is frequently dis- 


tended beyond its optimum volume. Such overdisten- 
tion at normal or increased intrapulmonary pressures 
would seem to be a likely explanation for parenchy- 
mal disruption. — Ward D. O’ Sullivan, M.D. 


Treatment of Malignant Pleural Effusions by Talc 
Poudrage. GrorcE J. Haupt, C. Camisn- 
10N, JOHN Y. III, and Joun H. Giszon, 
Jr. J. Am. M. Ass., 1960, 172: 918. 


Tuis REPORT from the Department of Surgery, Jeffer- 
son Medical College, Philadelphia, Pennsylvania de- 
scribes a successful approach to a distressing complica- 
tion of thoracic tumors. Nineteen consecutive patients 
with persistent pleural effusion due to cancer were 
treated by talc poudrage without recurrence. 

The authors note reports that this procedure is fol- 
lowed by little permanent ventilatory impairment 
when used to create an obliterative pleuritis for chronic 
and recurrent pneumothorax. Dyspnea itself is no 
contraindication, since the cause of respiratory distress 
is eliminated in both of these restrictive conditions. 

Exploration is made through a short lateral 
thoracotomy incision which may be extended if the 
lesion is found to be resectable. ‘The fluid is removed 
and decortication is performed if necessary for ade- 
quate expansion. Biopsies may be obtained. When 
nonresectability is established, the pleural surfaces are 
dusted generously with sterile U.S.P. talc and two 
intercostal drainage tubes are inserted through sepa- 
rate stab wounds. After wound closure, sufficient 
suction is applied for 48 to 72 hours to insure complete 
obliteration of the pleural space. There was no oper- 
ative mortality and no operative complications oc- 
curred. The average hospital stay was 10 days. 

The longest period of follow-up was 26 months. 
There was no recurrence of the pleural effusion in any 
case. Of the 19 patients, 5 were living, at the time of 
this report, from 1 to 26 months after operation. The 
other 14 died of their primary disease. The survival 
time of these patients ranged from 2 to 13 months 
with an average of 6 months. All patients were relieved 
of their preoperative dyspnea. 

— James §. Conant, M.D. 


HEART AND PERICARDIUM 


Congenital Coronary Arteriovenous Fistula. Brnja- 
MIN M. Gasut, RENE A. ArcILLA, EcBert H. FELL, 
Josuua LynFiELp, and Others. Pediatrics, 1960, 25: 531. 


ABNORMAL COMMUNICATION of the coronary arterial 
tree with a cardiac chamber or vessel is an anomaly 
which can be diagnosed during life and successfully 
managed surgically. Usually the fistula communicates 
with the right atrium, right ventricle, or main pul- 
monary artery, forming an arteriovenous fistula. Very 
rarely it may communicate with the left atrium or left 
ventricle with the formation of an internal fistula with- 
in the systemic circulation. 

In this report the cases of 5 patients with this con- 
dition are presented in detail, 4 of whom have been 
successfully treated by operation. The fifth was hos- 
pitalized at 3 weeks of age and will undergo reparative 
operation at a later date. Detailed clinical findings, 
phonocardiograms, fluoroscopic and roentgenographic 
examinations of the chest, electrocardiograms, ca- 
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theterization studies of the right side of the heart, and 
angiocardiograms are included in these reports. 

Clinically, the cardiac murmur is the most striking 
physical finding. In most instances this is a loud con- 
tinuous murmur. Contrast roentgenography is the 
best laboratory aid in diagnosis, and retrogade 
aortography is the best method. 

The distinction between this condition and a rup- 
tured aortic sinus of Valsalva may be extremely dif- 
ficult to make. However, the incidence of ruptured 
congenital aneurysm of an aortic sinus in the pediatric 
age group is exceedingly rare. 

This condition is compatible with a long life, but 
the possibility of eventual heart failure or other major 
complications make surgical correction definitely the 
treatment of choice. The operation may be postponed 
until later childhood except in those instances in 
which the shunt is large. 

—E. Thomas Boles, Fr., M.D. 


Vascular Ring in Infancy. Ivan D. Baronorsky, Isa- 
poRE KRrEEL, LEONARD STEINFELD, and ARTHUR 
GrisHMAN. WV. York State F. M., 1960, 60: 1246. 


SoME MALFORMATIONS assume great clinical sig- 
nificance because they compress the trachea and/or 
esophagus and therefore give symptomatology re- 
lated to the obstruction of these important pathways. 
It is important to know that these anomalies do exist, 
that they can be diagnosed fairly simply, and that 
they can be treated successfully with a resultant low 
mortality. 

During the embryonic phase it is possible for ab- 
normalities to occur; this is the case in the patient 
with a double aortic arch. In this instance the ascend- 
ing aorta branches into two divisions. One passes in 
front of the trachea while the other passes posteriorly 
to the esophagus with both limbs then coming to- 
gether to form the descending aorta. Simple films of 
the chest show the common findings of pneumonitis. A 
small swallow of barium will outline a defect on the 
posterior wall of the esophagus. Surgical therapy is 
the only approach when symptomatology is present. 

The approach consists of dividing this vascular ring 
in such a fashion that no harm can come to the 
neurologic system. The problems of a right ascending 
aorta, right aortic arch, left descending aorta, and 
left ligamentum arteriosum are presented. Surgical 
therapy should be instituted after adequate preopera- 
tive preparation; complete relief of symptoms usually 
ensues. 

A case of double aortic arch and a case of right 
aortic arch, right descending aorta with ligamentum 
arteriosum, are presented. 

—Robert A. Nabatoff, M.D. 


Comparison of Internal Mammary Artery Ligation 
and Sham Operation for Angina Pectoris. E. Grey 
Dimonp, C. FREDERICK Kirte, and JAMEs E. Crock- 
ETT. Am. J. Cardiol., 1960, 5: 483. 


EIGHTEEN PATIENTS were selected for study, each of 
whom presented an adequate history of angina pec- 
toris and who had a distinctly abnormal electro- 
cardiogram either at rest or on exercise. 

Before operation and at regular intervals after sur- 
gery, each patient was exercised to the point of angina 
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and electrocardiograms were taken. The operations 
were performed under local anesthesia and a certain 
number of sham operations were performed in which 
the internal mammary vessels were exposed but not 
ligated. Ail patients were subjectively improved at 
first and in 15 improvement was maintained. After 
the cardiologist reached the conclusion that 15 of the 
18 patients had noted a sustained decrease in need for 
nitroglycerin and an increased freedom from angina, 
it was revealed that in 5 of these 15 a sham operation 
had been performed. A positive exercise electro- 
cardiogram was present in 13 of the 15 improved 
patients. 

There was, therefore, identical patient improve- 
ment when the sham operation was compared to the 
ligation of the internal mammary arteries. The exer- 
cise electrocardiogram was not altered by either 
procedure. —George R. Holswade, M.D. 


Aortic Valvuloplasty Under Direct Vision. J. Gorpon 
ScANNELL, Ropert S. SHAaw, Joun F. Burke, W. 
GERALD AustTEN, and Others. WV. England 7. M., 1960, 
262: 492. 


EXPERIENCE WITH OPEN HEART surgery for calcific 
aortic stenosis at the Massachusetts General Hospital, 
Boston, Massachusetts, is the subject of this article. 

The effectiveness and technique of valvuloplasty 
were established by laboratory studies of autopsy 
specimens of hearts with calcific stenosis. A quantita- 
tive index of the degree of stenosis and regurgitation 
in the valve was obtained by water perfusion and 
measurement of the pressure-flow relationship. Com- 
missurotomy and debridement of calcium were then 
performed and the functional effect of the procedure 
was determined by re-perfusion. The adequacy of the 
result was estimated by comparison with the data 
obtained from perfusion of hearts containing lesions 
< the aortic valve that were asymptomatic during 
life. 

If the aortic valves were heavily calcified, simple 
separation of the commissures was found to result in 
inadequate correction of the functional defect. Since 
stiff, immobile leaflets would neither open nor close 
well, restoration of flexibility by debridement was es- 
sential; this required considerable judgment and care 
since there was no well-defined cleavage plane as in 
arterial thrombendarterectomy, and excessive zeal 
resulted in destruction of the leaflet’s integrity and in 
severe regurgitation. Careful and persistent work with 
rongeur and curette has thus far proved most satis- 
factory. If the valve leaflet is torn or perforated, re- 
gurgitation may be corrected by repair with a patch 
of fabric. 

Thirty-one operative cases are reported with 21 
survivors and 10 deaths; there were only 3 deaths in 
the last 20 patients. Two out of 6 patients with severe 
preoperative aortic regurgitation have survived fol- 
lowing prosthetic repair of a leaflet by the suture of a 
bit of dacron fabric to the free margin to occlude the 
regurgitant orifice during diastole. Both at present 
have no aortic diastolic murmur. 

The operation was performed through a vertical 
sternal splitting incision, the aorta being opened with 
a hockey-stick incision after the circulation was sup- 
ported with an oxygenator. Cardiac arrest was ob- 
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tained initially with a small intra-aortic dose of 2.5 
per cent potassium citrate; at present ischemic arrest 
with moderate, 28 degrees C. hypothermia is favored. 

The principle causes of death in this series were 
calcific emboli to either the coronary arteries or the 
cerebrum, or failure to provide the patient with a 
well-functioning valve. Four of the deaths were ac- 
companied by calcific emboli and 5 by severe post- 
operative regurgitation, documented by postmortem 
perfusion studies. 


Calcific Mitral Stenosis and Mitral Valvotomy. 
GeorcE MicueE.t. Brit. M. 7., 1960, 1: 687. 


APPROXIMATELY ONE-THIRD of all patients who un- 
dergo surgery for the relief of mitral stenosis have cal- 
cium deposits on the valve leaflets. The object of this 
study was to examine the efficacy of mitral valvotomy 
in a series of patients with mitral valve calcification. 

A total of 109 patients underwent valvotomy from 
October 1954 to October 1958. Mitral valve calcium 
was found in 32 patients, in 15 of whom it was moder- 
ate or heavy. It was most common in the fifth decade 
and occurred more often in men. Instrumental dila- 
tation with a valvulotome, or more recently with a 
transventricular dilator, was carried out in 38 pa- 
tients. A better split resulted from an instrumental 
than from a digital split, but mitral incompetence was 
more frequent after instrumental dilatation. 

The tendency to produce mitral incompetence does 
not appear to be greatly increased by the presence of 
calcium. If incompetence is present preoperatively, 
the results of valvotomy are not good. If valvotomy 
is indicated in a patient with pure mitral stenosis the 
presence of valvular calcium should not unduly in- 
fluence the decision for surgery, but if there is as- 
sociated mitral incompetence then a poor result is 
likely. The danger from calcific emboli during 
valvotomy does not seem to be very great. Valvular 
calcification is practically always visible by tomog- 
raphy. 

Eight of the 15 patients with significant calcifica- 
tion had associated mitral incompetence. Men with 
dominant mitral stenosis and associated mitral in- 
competence appear to be much more likely to have 
significant calcium on the mitral valve than are 
women similarly affected. Valvular calcification is 
uncommon with pure mitral incompetence. An 
apical pansystolic murmur was found to be the most 
reliable and consistent sign of associated incompetence 
in the presence of otherwise tight mitral stenosis. 

—Robert A. Nabatoff, M.D. 


Mitral Valvotomy and Restenosis, D. E. L. WiLcKEN. 
Brit. M. 7., 1960, 1: 681. 


THIs ARTICLE reports 15 cases in which there was a 
recurrence of symptoms after mitral valvotomy. In 7, 
restenosis of the mitral valve occurred after a satis- 
factory valvotomy. In the other 8 the initial valvotomy 
was inadequate. Persistent rheumatic activity did not 
appear to be a likely factor in the pathogenesis of 
restenosis in these patients. 

There is an incidence of restenosis of 10 per cent 
after 5 to 7 years in patients who had a successful 
valvotomy. So far there has been no evidence of 
restenosis in the cases in which both commissures were 


divided. The incidence after a split of one commissure 
usually the lateral with or without a partial split of the 
other, is 11 per cent. A dilator introduced through the 
wall of the left ventricle was employed at the second 
valvotomy in 10 patients. It does seem that a more 
complete splitting of both commissures is possible with 
this instrument. Complete splits of both commissures 
were obtained in 44 per cent with the transventricular 
dilator as compared with 11.4 per cent when the 
finger and valvotomy knife were used. The dilator 
produced torrential mitral incompetence in 1 patient, 

It is probable that restenosis is much more common 
than hitherto supposed. The incidence after a partial 
split of one commissure or a dilatation only of a valve 
is very high—8 out of 13 cases. Even with the more 
modern techniques and greater experience it seems 
very probable that there will always be a number of 
patients in whom it is technically impossible to split 
completely more than one commissure at operation, 

—Robert A. Nabatoff, M.D. 


Pulmonic Stenosis in the First Year of Life. W. T. 
Mustrarp, RicHarp D. Rowe, and Wuirmer B, 
Frror, Jr. Surgery, 1960, 47: 678. 


One of the major problems still confronting the cardi- 
ologist and the cardiac surgeon is the management of 
congenital heart disease in the first year of life. It has 
been well established that mortality from congenital 
heart disease is highest in infancy, many deaths occur- 
ring from defects which are amenable to surgical 
correction or palliation. Various estimates indicate that 
from 32 to 60 per cent of infants born alive with con- 
— heart disease are dead within 12 months of 
irth. 

Thirteen pulmonic valvotomies were performed at 
the Hospital for Sick Children, Toronto, Ontario, 
Canada on infants of less than 1 year of age for pulmonic 
stenosis with normal aortic roots, with only 2 fatal out- 
comes. Nine of the surviving patients have had a satis- 
factory result and 2 a partially satisfactory result. 

Transarterial valvotomy under direct vision with 
inflow occlusion and hypothermia has been more 
successful in the hands of the authors than the blind 
transventricular approach, regardless of the age, size, 
or preoperative condition of the patient. Pulmonic 
stenosis with normal aortic root can be a lethal lesion 
in infancy and its investigation and treatment should 
be urgent matters. Selective angiocardiography 
utilizing cinematic techniques offers the best chance of 
elucidation of the character of the defect. 

— james H. Holman, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Experimental Studies on Antethoracic Esophageal 
Reconstruction by the Utilization of the poms 


Loop Transplanted into the Pectoral Muscle, with 
Especial Reference to Blood Circulation in the 
Loop. Hirosut Suzuki. Arch. jap. Chir., 1960, 29: 93. 


THE EXPERIMENTAL INVESTIGATIONS were carried out 
by means of transplantation of the jejunal loop into the 
pectoral muscles. Dogs were used as experimental ani- 
mals. The following observations were made: 

1. After the injection of india ink it was ascertained 
by histologic examination that 1 week after transplan- 
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tation blood was already streaming into the loop 
through new blood vessels in the granulation tissue 
which had formed around the loop. Mild atrophy was 
noted in the loop tissue, which later tended to disap- 
pear gradually. 

2. A P®-labeled erythrocyte suspension was used 
quantitatively to determine the volume of blood going 
through the newly-formed blood vessels into the loop. 
The volume was about 20 to 30 per cent of the normal 
10 days after transplantation, and reached 80 per cent 
2 months later. Vascularization was hastened by the 
sprinkling of asbestos powder on the tissues circum- 
jacent to the loop. 

3. The transplanted loop showed a conspicuous de- 
cline in motor function. Though this function improved 
alittle 2 months after transplantation, it was still seri- 
ously disturbed when compared with the normal. 

4. The jejunal loop was transplanted into the ab- 
dominal muscles, and 2 months later it was made a 
completely isolated jejunal segment, its blood supply 
being cut off. Its anastomosis with the jejunum was 
successfully accomplished. Further, the loop was trans- 
planted into the pectoral muscle, and after develop- 
ment of new vascularization, mesenteric blood vessels 
were severed. The possibility of widening the extent of 
antethoracic jejunal transplantation was thus experi- 
mentally established. 

5. Comparison was instituted between antethoracic 
subcutaneous and intrathoracic transplantation. The 
effects of negative pressure and temperature difference 
of the transplanted regions were also experimentally 
investigated. It was found that the occurrence and ex- 
tent of necrosis depended on the volume of circulating 
blood in the transplanted segments rather than on the 
mode of transplantation. —Harold L. Method, M.D. 


The Closing Mechanism at the Gastroesophageal 
Junction, Gaston VANTRAPPEN, E. CLINTON TEx- 
TER, JR., CiirFoRD J. BARBORKA, and J. VANDEN- 
BROUCKE. Am. 7. Med., 1960, 28: 564. 


SEVERAL MECHANISMS have been suggested to explain 
the absence of gastroesophageal reflux despite a nega- 
tive pleuroperitoneal pressure gradient. These include: 
an anatomic sphincter, a flaplike mechanism, a pinch- 
cock action of the diaphragm, an occluding rosette of 
mucosal folds, and a physiologic sphincter. The authors 
review and discuss each of these factors and draw the 
following conclusions: 

A distinct anatomic sphincter does not exist at the 
cardioesophageal junction. A U shaped band of muscle 
fibers derived from the oblique fibers of the stomach is 
a constant finding at the cardiac incisura. A contrac- 
tion of these muscle bundles may result in closure of the 
cardiac orifice. 

A flap valve has never been convincingly demon- 
strated and this mechanism can be rejected. A pinch- 
cock action of the diaphragm probably does not exist 
except during deep inspiration. 

During life, a rosette of mucosal folds can be demon- 
strated about the cardiac orifice. Its role in the closing 
mechanism of the esophagus cannot be much more 
than to secure a water tight seal of the cardiac orifice 
which has already been closed by another mechanism. 

Intraluminal pressure studies clearly demonstrate 
that the lower few centimeters of the esophagus act as 
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a physiologic sphincter. The high resting pressures in 
this segment appear to be the result of tonic con- 
tractions of the circularly arranged muscle fibers. This 
barrier against reflux has been termed ‘‘the high 
pressure zone”’ because the pressures there are higher 
than those in the gastric fundus. Although this high 
pressure zone appears to play the primary role in the 
closing mechanism at the gastroesophageal junction, 
it is unlikely that it is the only factor involved. 
—Ely Elliott Lazarus, M.D. 


Carcinoma of the Esophagus Treated by Excision. 
K. S. Mutrarp. Lancet, Lond., 1960, 1: 677. 


A series OF 140 paTiENTs suffering from esophageal 
tumors was seen at Harefield Hospital, Middlesex, 
England. Only 40 of these were women. The average 
age of the group was 65 and 102 were over 60. 

For middle and lower esophageal growths a resec- 
tion was carried out and a very high esophagogastric 
anastomosis performed. There were 45 patients in this 
group, 10 of whom died within a month of operation, 
24 of whom died within a year, and only 5 of whom 
lived more than 2 years. 

For growths at the lower end of the esophagus a total 
gastrectomy and esophagojejunostomy was performed. 
Of the 23 patients in this group, 8 died within a month 
of operation, 6 died within a year, and 5 lived more 
than 4 years. 

Early in the series a lesser procedure, segmental 
esophagogastrectomy, was carried out for distal eso- 
phageal lesions. Of 23 patients undergoing this pro- 
cedure only 2 lived more than 2 years. 

In 49 patients wide resection was not attempted. 
Only 1 of these patients lived as long as 14 months. 
The procedures used in this group included explora- 
tion only, bypass procedures, Souttar tube intubation, 
esophagoscopy only, and roentgen therapy. 

Although the total gastrectomy operation increased 
survival time, considerable dietary restriction is a com- 
mon accompaniment. The high operative mortality 
in these cases occurred very largely in the patients 
treated early in the series and the present operative 
mortality is far lower. —John 7. Bergan, M.D. 


a) yoo Cancer with Atypical Symptoms at Onset 

(A propos de certains cancers oesophagiens 4 début 
inhabituel). P. HmtLteMAND and J. Leymarios. Sem. 
hép. Paris, 1960, 36: 18. 


THE AUTHORS made detailed studies on 5 patients with 
esophageal cancer observed in a 6 months’ period; one 
patient had intermittent dysphagia and 4 had hemor- 
rhage as the first sign. 

The first patient, 64 years old, gave a history of 4 
days of severe dysphagia. The results of detailed 
roentgenographic and esophagoscopic examinations 
were negative except for diverticulum in the lower 
third of the esophagus. After 4 months of complete 
freedom from symptoms the patient’s dysphagia re- 
curred and became progressive. Repeat films were 
compatible with cancer of the lower third of the esoph- 
agus, and cinematographic studies revealed rigidity 
and stenosis of the involved 10 cm. that was found at 
operation to be the site of an ulcerated carcinoma. 

In the 4 other patients hemorrhage was the first 
symptom of esophageal carcinoma. The authors re- 


Lissure, 
t of the 
igh the 
second 
more 
le with 
issures 
ricular 
the 
dilator 
atient, 
mmon 
dartial 
valve 
more 
seems 
ber of 
split 
ation, | 
_| 
cardi- 

with 
more 
blind 

size, 
ionic 
esion 
ould 
aphy 
ice of 
D. 
geal 
with 

the 

93. 
| out 
the 

ani- 
ined 
lan- 


136 International Abstracts of Surgery - August 1960 


port on their observations and correlate them with 
those documented in the literature. 

Hemorrhage from esophageal cancer, classically, is 
either overwhelming, as in erosion of the tumor into 
the aorta, or subclinical, and manifests itself as low 
grade anemia. Between these two extremes are hemor- 
rhages of moderate degree, usually beginning after 
the diagnosis of cancer has been made. These are not 
uncommon. Much more unusual is hemorrhage as the 
first symptom of esophageal cancer, that is, before the 
onset of dysphagia, as in the authors’ 4 cases. The 
degree of hematemesis is usually of sufficient magni- 
tude to cause the patient to enter the hospital. Eso- 
phageal varices are suspected after other causes of 
upper gastrointestinal tract bleeding have been ruled 
out. This is all to the good, since it focuses attention 
on the esophagus. An ulcer crater in the lower eso- 
phagus is often, but not always, demonstrated and the 
basis of the ulcer is cancer. 

The authors emphasize that esophageal cancer 
should be considered in the differential diagnosis of all 
instances of upper gastrointestinal tract hemorrhage 
of unknown cause. Hemorrhage may occur with a 
bout of dysphagia, painful eructations, or pain on 
swallowing cold liquids, and any or all of these war- 
rant critical esophagoscopic and roentgenographic 
examinations. 

Barium studies of these 5 patients are reproduced in 
photographs in the original article. 

—Edwin J. Pulaski, M.D. 


Present Health of Children Given X-Ray Treatment 
to the Anterior Mediastinum in Infancy. EuGENE 
A. Conti, Georce D. Patron, JANE E. Conti, and 
Louis H. HEMPELMANN. Radiology, 1960, 74: 386. 


A suRVEY was made of 1,564 children in Pittsburgh 
given roentgen ray treatments to the thymus gland as 
a routine between 1938 and 1946. In 224 children, a 
diagnosis of enlarged thymus gland was made at birth. 
Eighty per cent of these were treated with 200 to 450 r 
through a 4 by 4 cm. port. Ninety-five per cent of the 


1,340 children with thymus glands of normal size 
were given 150 r through a port of the same size. No 
cases of malignant disease were found in the treated 
group, although 4 cases of cancer, including 1 of leu- 
kemia, would be expected to occur in a group of 
children of this size and age distribution. 

It is suggested that the small port size, 4 by 4 cm, 
used in treating these children could explain the dif. 
ference in incidence of neoplasia in this group of 
children and that occurring in other reported series, 

—Gordon F. Madding, M.D. 


DIAPHRAGM 


Eventration of the Diaphragm. Pout Curistensen, 
Thorax, Lond., 1959, 14: 311. 


THIs ARTICLE is a brief review of the literature relative 
to eventration of the diaphragm and includes 17 cases 
of eventration observed in the Thoracic Department 
of the Dronning Louises Bornehospital, Copenhagen, 
Denmark. The most frequent symptoms were respira- 
tory, dyspeptic, or cardiac. Diagnosis was almost in- 
variably made by roentgenography. There were 14 
left-sided eventrations and 4 right-sided. Whereas the 
majority of cases were in the older age group, two 
children ages 9 and 11 months were admitted because 
of repeated attacks of pneumonia. Twelve of 18 pa- 
tients were operated upon. 

Follow-up examinations have shown 9 of the pa- 
tients to be without symptoms and 2 much improved. 
In 1 the respiratory complaints have been unchanged 
because of fibrotic changes in the lung fields. In some 
of the cases there were silent eventrations; other even- 
trations were noted to follow pulmonary problems and 
trauma. In a majority of instances the dyspeptic symp- 
toms complained of were the prime indication for 
surgical procedure. The author mentions the advan- 
tage of surgical repair of these by a thoracic approach 
and suturing of the diaphragm in two or three layers, 
using an unabsorbable material. 

— W. Harrison Mehn, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL, PERITONEUM, AND 
HERNIA 


Blunt Trauma to the Abdomen. G. L. Watkins. Arch. 
Surg., 1960, 80: 187. 


DuRING THE DECADE ending 1 January 1958, patients 
with 141 abdominal injuries caused by blunt trauma 
were admitted to the St. Louis City Hospital, St. 
Louis, Missouri. Injuries to the spleen predominated; 
simple abdominal wall contusions comprised the 
second largest group of cases. In two-thirds of the 
cases the automobile was the causative agent. The 
over-all mortality rate was 14 per cent. 

More than half of the injuries to the spleen were 
associated with other injuries, fractured ribs being the 
most commonly associated fracture. Injuries to the 
gastrointestinal tract occurred in 14 cases, and free air 
was demonstrated by roentgenographic examination 
in only 4 of these patients. Lacerations of the liver oc- 
curred in 6 instances, and in 4 of these cases peritoneal 
taps were made, of which 3 were positive. Four pan- 
creatic injuries initially were treated conservatively 
but pseudocysts which required drainage ultimately 
developed in 3 patients. Eight kidney injuries are re- 
corded which required nephrectomy in 5 patients. 
Rupture of the bladder occurred in 10 cases, usually 
in association with fractures of the pelvis. Hematuria 
was present in all bladder injuries, and cystograms in 
4 cases demonstrated a bladder rupture. 

The authors conclude that mortality in cases of non- 
penetrating abdominal injuries is largely due to asso- 
ciated multiple injuries and that delay in diagnosis 
and treatment is also a factor. Careful evaluation of 
the history and clinical findings remains the most 
important step in arriving at the diagnosis and plan- 
ning treatment, but such laboratory studies as leuco- 
cyte count, hematocrit readings, and serum amylase 
determinations should be made in virtually all cases. 
Roentgenographic examination of the abdomen should 
be made when feasible. Peritoneal tap was generally 
reserved for patients for whom the diagnosis was in 
doubt or those whose semiconscious or unconscious 
state made evaluation difficult. 

— Wayne F. Cameron, M.D. 


Abdominal Visceral Injury due to Mongenennting 


Trauma. J. D. MarRTIN, JR., GARLAND D, PERDUE, and 
. Harrison. Arch. Surg., 1960, 80: 192. 


THE AUTHORS report a series of 271 patients with non- 
penetrating abdominal trauma. Their mortality rate 
was 14 per cent. Vehicular accidents caused the 
greatest number of injuries, the remainder being due 
to falls, athletics, industrial accidents, or fights. One 
hundred fifty-three of the patients had injuries of the 
other parts of the body, in 83, thoracic involvement 
and in 56, significant head injuries. In 49 cases mul- 
tiple abdominal organs were involved. 

It was noted that solid viscera were more commonly 
damaged than the hollow organs. The kidney par- 
ticularly was most vulnerable, but often with minor 
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involvement, as was indicated by the fact that only 
30 of 114 patients required exploration. The spleen 
and liver were next most frequently involved. Splenec- 
tomy was carried out in all cases of injury to the 
spleen. Liver wounds, when accessible, were usually 
closed with sutures, but those lacerations difficult 
to approach were packed with absorbable gelatin 
sponge. 

In the diagnosis of an intra-abdominal catastrophe 
the physical findings of peritoneal irritation, par- 
ticularly when progressive, are essential. These include 
abdominal pain, rebound tenderness, umbilical and 
rectal tenderness, and absence of peristalsis. Injuries 
to the spleen and liver frequently cause diaphragmatic 
irritation and shoulder pain, especially when the pa- 
tient is placed in the Trendelenburg position. Peri- 
toneal aspiration can be of assistance in confirmation 
of a diagnosis, but it must be pointed out that a 
negative aspiration is of no value. A leucocytosis 
above 20,000 is a common finding with injuries to solid 
viscera. Roentgenographic examination may be of 
assistance in confirming a diagnosis. The presence of 
free air is indicative of perforation of a hollow viscus, 
and air along the right psoas shadow indicates retro- 
peritoneal duodenal injury. The presence of fractures 
of the lower left ribs suggests the possibility of a rup- 
tured spleen. Intravenous urography is valuable when 
trauma to the urinary tract is suspected. 

The prognosis for the most part was found to be 
related to the magnitude of injury, such as damage 
to multiple organs within the abdomen or combined 
extra-abdominal injuries. The over-all mortality rate 
for the latter group was 21.6 per cent, and in multiple 
abdominal wounds it was 38.8 per cent. When only a 
single abdominal organ was injured, the death rate 
was 2.8 per cent. — Wayne F. Cameron, M.D. 


Spontaneous Rupture of Hypernephroma Simulating 
the Acute Surgical Abdomen. Joz T. GiLBertT. Am. 
Surgeon, 1960, 26: 136. 


Tue cCAsE of a 43 year old female patient is reported 
in which the provisional diagnosis was acute chole- 
cystitis. Abdominal examination revealed a very ten- 
der mass measuring 15 cm. in the right upper abdom- 
inal quadrant with moderate rigidity over the right 
side of the abdomen. At emergency laparotomy a 
large retroperitoneal hematoma was found, account- 
ing for the right upper quadrant mass. Hemorrhage 
had extended forward between the leaves of the trans- 
verse mesocolon, and the duodenum was displaced 
forward and medially, arching over the mass. By 
manual means, the pedicle of the kidney was com- 
pressed to control arterial bleeding. After examination 
of the opposite kidney by palpation, a right nephrec- 
tomy was accomplished. Recovery from the operation 
was uncomplicated. 

Examination of the specimen revealed it to be a 
spontaneously ruptured hypernephroma. The author 
found reports of 7 previously reported similar cases. 

—Harold Laufman, M.D. 
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Repair of Abdominal Hernias with Dermis Trans- 

lants (Ueber Bauchwandplastik mit besonderer 

der Cutistransplantation). L. HERc- 
zeEG. Chir. praxis, 1959, p. 187. 


IN THE REPAIR of large midline and lateral abdominal 
hernias the author uses a modification of Lezius’s 
dermis strip transplants. Free dermis grafts were used 
mainly in incisional hernias in the lateral abdominal 
wall and with good results. A Weyand pedicle dermis 
graft was used in excessively large hernias. The author 
uses the dermis from the local skin which has to be 
excised, or dermis from the thigh or gluteal region. 
To decrease the possibility of infection, after the graft 
has been obtained, it is kept in a penicillin-strepto- 
mycin solution (100,000 U. of penicillin and 0.5 gm. 
of streptomycin in 50 c.c. of normal saline). The 
author has used dermis grafts in 15 cases over the past 
2 years. The dermis was always obtained from local 
skin. The grafts measured from 10 by 6 cm. up to 24 
by 14 cm. In 1 case the author was able to obtain a 
biopsy from the dermal graft 6 months after it had 
been inserted and the histologic appearance was that 
of a perfect aponeurosis. 

The technique of dermal strips was employed in 3 
cases. One was a case of diastasis recti abdominis 
associated with a pendulous abdomen and the other 2 
cases were large midline abdominal hernias. The 
technique described by Lezius was modified slightly, 
and instead of the free ends of the strips being sutured 
in the midline, they were placed beyond the midline 
and sutured to the lateral abdominal musculature 
slightly lateral to Spiegel’s linea semilunaris. In this 
way the weak spot in the abdominal wall created by 
the placing of the strips around the rectus muscles 
was closed. For these procedures the author recom- 
mends general anesthesia plus muscle relaxants. 

The author observed complications in 5 cases. There 
was serum accumulation in 4 cases which was con- 
trolled by 1 or 2 aspirations. In the fifth case a partial 
dehiscence of the wound occurred. The graft became 
partially exposed, but no necrosis of the graft oc- 
curred. The wound healed secondarily without recur- 
rence of the hernia. Follow-up of 2 to 6 months 
revealed no recurrences and the functional results 


were good. —Hellmut Mattheis, M.D. 


GASTROINTESTINAL TRACT 


The Role of the Fundus in the Prevention of Gastro- 
esophageal Regurgitation. H. M. GotpBerc. Lancet, 
Lond., 1960, 1: 613. 


THE AUTHOR has investigated 4 patients with sliding 
hiatus hernia who were operated upon. He mobilized 
the lower esophagus, the fundus of the stomach, and 
the edges of the esophageal hiatus and instilled 10 
ounces of diluted barium through an indwelling tube 
into the stomach. The gastric tube was then with- 
drawn into the esophagus, the abdominal wound ap- 
proximated, and the patient placed in the Trendelen- 
berg position. A roentgenogram was taken after 2 
minutes, and the amount of regurgitated barium was 
aspirated from the esophagus. The abdominal wound 
was reopened and a series of sutures were placed 
between the left border of the esophagus and the 
greater curvature of the stomach, restoring as perfect- 


ly as possible the normal anatomic appearance of the 
cardiac and fundal regions. Barium was then rein- 
troduced into the stomach and the roentgenogram 
was repeated. 

The author found that this simple procedure of 
suturing the fundus of the stomach to the side of the 
abdominal esophagus apparently helped to prevent 
gastroesophageal reflux. This was borne out dramati- 
cally by the sharp reduction in every case of the 
amount of barium aspirated before and after the su- 
tures were placed. 

The author believes that the integrity of the gastro- 
esophageal juncture is dependent largely on the fun- 
dus of the stomach. —Harvey N. Lippman, M.D. 


The Evaluation of Serum Amylase Levels in Nonpan- 
creatic Disease. Doucias B. BERRYMAN and WILLIAM 
H. S. Georce. Arch. Surg., 1960, 80: 482. 


THE SERUM AMYLASE DETERMINATION has been one of 
the fundamental tools in the diagnosis of acute pan- 
creatitis. The Somogyi method of determining serum 
amylase gives a normal value of 80 to 150 Somogyi 
units, 200 units being considered as pathologic and 
1,000 units being diagnostic of acute pancreatitis. 

Three patients are reported in this series. All had 
high serum amylase values, and on this basis the diag- 
nosis of acute pancreatitis was made in 2 of the 3 cases. 

The first patient was diagnosed as having acute 
fulminating hemorrhagic pancreatitis on the basis of 
her serum amylase level of 2,500 units. She died 15 
hours after admission, and postmortem examination 
showed extensive peritonitis with diverticulosis and 
diverticulitis. The pancreas appeared normal on 
histologic examination. 

The second patient was a 14 year old boy, a known 
diabetic for 7 years. He was admitted in prediabetic 
coma, and during the treatment upper abdominal 
pain developed and the serum amylase level was 800 
units. A laparotomy was performed 15 hours after 
admission because of the marked upper abdominal 
tenderness with rigidity. Acute mesenteric adenitis 
was discovered at the time of surgery, but no other 
intra-abdominal disease was found. The postoperative 
course was relatively uneventful, and the serum 
amylase fell progressively so that by the third post- 
operative day it was at a normal level of 145 units. 

The third patient was a diabetic, 58 years of age, 
admitted in hyperglycemic coma with a blood sugar 
of 1,130 mgm. per cent. Twenty-four hours after 
admission the blood sugar had fallen with treatment 
to 240 mgm. per cent and generalized abdominal 
tenderness developed. The serum amylase level was 
3,200 Somogyi units. By the fifth day after admission, 
bronchopneumonia developed and a tracheotomy was 
carried out, but the patient died in spite of all sup- 
portive measures. Postmortem examination revealed a 
staphylococcal bronchopneumonia and a healed gas- 
tric ulcer with no evidence of pancreatic disease. 

The present 3 cases, in addition to a review of the 
literature, indicate that the criteria of Stewart and 
Dunlop, who stated that values of 1000+ units point 
to a certain diagnosis of acute pancreatitis and 300 
units to a probable diagnosis of acute pancreatitis, are 
untenable. High serum amylase values have been 
found in duodenal ulcer, volvulus, gangrenous chole- 
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cystitis, and mesenteric thrombosis, as well as in many 
other conditions. 

The authors suggest that presumptive acute pan- 
creatitis can be diagnosed when the clinical signs and 
a raised serum amylase value are supported by a 
raised serum lipase level and a depressed serum cal- 
cium level. — john H. Davis, M.D. 


Acute Phlegmonous Gastritis. L. H. Witxkinson, A. G. 
Sms II, and V. T. FLoyp. Am. Surgeon, 1960, 26: 160. 


A CASE REPORT is presented of a patient who was op- 
erated upon because of findings of an acute surgical 
abdomen accompanied by an intense watery diarrhea 
with severe epigastric distress. A gastrotomy revealed 
asevere inflammatory process of the stomach wall with 
increased thickness to 10 mm. in some areas. A seg- 
ment of the gastric wall involved in the inflammatory 
process and a segment of the normal appearing wall 
were removed for microscopic study which revealed 
acute nonspecific granulomatous and atrophic gastri- 
tis 


The patient received intensive postoperative anti- 
biotic therapy. Cultures taken from the stomach wall 
revealed Aerobacter aerogenes and nonhemolytic 
Staphylococcus aureus, both inhibited by chloromyce- 
ti 


n. 
Nine months later, after planned weight loss, a chole- 
cystectomy was performed and the stomach was in- 
spected. It was found normal in every respect. 
It is suggested that upon encountering acute phleg- 
monous gastritis at operation the simpler the treatment 
the better. — Harold Laufman, M.D. 


Carcinoid Tumors. Frances H. SmirH and RosEMARY 
Murpny. Med. Clin. N. America, 1960, 44: 465. 


THE PATHOLOGY AND SYMPTOMATOLOGY of carcinoid 
tumors are reviewed. Serotonin, 5-hydroxytryptamine, 
is a potent neuroendocrine substance which certain 
of these tumors secrete in amounts adequate to pro- 
duce symptoms in many systems. The pharmacologic 
effects of serotonin account for the vasodilatation 
with episodes of flushing, the hypermotility of the 
gastrointestinal tract, and the bronchospasm with 
asthmatic symptoms noted in the malignant carcinoid 
syndrome. The valvular lesions in the right side of 
the heart as well as the development of intra-abdomi- 
nal adhesions may result from the stimulating action 
of serotonin on connective tissue. A number of phar- 
macologic antagonists of serotonin have been dis- 
covered but none of them, with the possible exception 
of chlorpromazine, has been useful in treating the 
malignant carcinoid syndrome. Wide surgical excision 
with removal of as much tumor as possible remains 
the only effective therapeutic measure against this 
disease. 

Between 1931 and 1958, 58 carcinoid tumors were 
observed at the Lahey Clinic in Boston, Massachu- 
setts. Forty had not metastasized and 18 had. None 
of the 30 tumors in the appendix had metastasized, 
but 12 of the 19 tumors in the ileum had. There was 
1 proved case of the malignant carcinoid syndrome 
with extensive hepatic metastases and intra-abdomi- 
nal fibrosis. Two additional cases in retrospect 
had symptoms suggesting increased production of 
serotonin, —Harvey W. Baker, M.D. 
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Inflammatory Gastric Polyps (Eosinophilic Granulo- 
mas of the Stomach). EveRETT CARLSON and JOHN 
Guy Warp. Am. 7. Surg., 1960, 99: 352. 

THE PATHOLOGIC FEATURES of inflammatory gastric 

polyps are: (1) a submucosal stroma comprised of 

fibroblasts and collagen fibers, (2) infiltration of the 
stroma with eosinophilic leucocytes and lymphocytes, 
and (3) a covering of mucous membrane which may 
be ulcerated. The lesions are localized in the sub- 
mucosa, although there may be involvement of the 
underlying muscularis. Grossly they may be either 
sessile or pedunculated. 

Two cases of this uncommon lesion are reported. 

The authors point out that these lesions may easily 
be confused with carcinoma. Pain is frequent in cases 
of polyps located in the antrum or prepyloric region 
but may be entirely absent when the lesion is in the 
fundus. Treatment obviously should not be as radical 

as for malignant lesions, and this is particularly im- 

portant if the lesion is located in the fundus. The 

authors recommend that a single polypoid gastric 

lesion be handled by excision together with a full 

thickness segment of the adjacent stomach wall. 
—E. Thomas Boles, Fr., M.D. 


The Incidence of Peptic Ulceration in Chronic Ob- 
structive Pulmonary Emphysema. Louis Zasty, 
Georce L. Baum, and Joun M. Rumpa.t. Dis. Chest, 
1960, 37: 400. 


IN THIS REPORT from a Veterans Administration 
hospital, a comparison is made of the incidence of 
peptic ulcer in a group of 478 patients hospitalized 
with the diagnosis of chronic pulmonary emphysema 
and among 3,225 patients of an identical age group 
admitted for other reasons. 

In the 478 subjects with chronic obstructive pul- 
monary emphysema, the incidence of chronic peptic 
ulcer was 22.7 per cent. The incidence in the con- 
trolled group was 2.7 per cent. In the 42 instances 
in which anatomic localization of the ulcer could be 
made, 23 were duodenal and 19 were gastric. 

— Ward D. O'Sullivan, M.D. 


Observations on Blood Group Distribution in Peptic 
Ulcer and Gastric Cancer. R. Dott, B. F. SwyNNER- 
TON, and A. C. NEWELL. Gut, Lond., 1960, 1: 31. 


A stupy of the records of patients treated for stomal 
ulcer revealed a higher incidence in those patients 
having blood group O. From the data studied, it is 
estimated that the risk of development of a stomal 
ulcer in persons of group O is 1.74 times the risk 
among persons of group A, and the relative risk is 
1.35 times greater than the corresponding risk of de- 
velopment of a duodenal ulcer. In an effort to see 
whether the extent of association with group O varied 
with the severity of duodenal ulcer disease, patients 
were classified according to age of onset of the disease 
and, in those treated surgically, age at operation. 
There is, however, no evident trend with age either 
at operation or at onset, and the proportions of group 
O subjects are not statistically significant. 

Gastric ulcers and, when possible, gastric cancers 
were classified according to location. Gastric ulcers 
of the body of the stomach are associated again with 
blood group O. Previous reports of the association of 
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antral lesions with blood group A are not confirmed 
by this study. The observation of a biologic gradient 
between the frequency of blood group O and sus- 
ceptibility to peptic ulceration is suggested as support 
for the hypothesis that the blood group substances 
play a direct part in the causation of this disease or 
else in protection against it. 
—Stuart L. Scheiner, M.D. 


Peptic Ulcer Diathesis with a Mixed Adenocarci- 
noma of the Pancreas. GuiLLERMO C. SANCHEZ and 
SHELDON C. Sommers. Gastroenterology, 1960, 38: 467. 


Since the description in 1955 by Zollinger and Ellison 
of severe peptic ulcer diathesis associated with tumors 
of the pancreas, some 30 cases of the syndrome have 
been collected. The authors report a case in which 
mixed alpha cell tumor and duct adenocarcinoma of 
the pancreas coexisted. 

The patient had a long history beginning in 1950, 
complicated by several operations, jejunal ulceration 
and perforation, intraperitoneal abscess formation, 
and gastrointestinal blood loss. He had undergone 
two gastric resections and a vagotomy before his final 
admission to the hospital in 1953. Terminal events 
were a subphrenic abscess and massive gastrointestinal 
hemorrhage. 

In retrospect, other clinical features of this case 
are also those of the Zollinger-Ellison syndrome. 
These features include the troublesome watery diar- 
rhea, the hypokalemia, and the interpretation of a 
deficiency pattern by roentgen examination. 

—Carl H. Calman, M.D. 


Further Pathologic Observations on the Syndrome of 
Peptic Ulcer and Multiple Endocrine Tumors. 
Epwin R. FisHer and James Hicks. Gastroenterology, 
1960, 38: 458. 


ALTHOUGH much attention has been directed to the 
association of intractable ulceration of the gastroin- 
testinal tract and tumors of multiple endocrine 
organs, no precise interrelation of these alterations has 
been established. Evidence submitted in a previous 
report of a classic example of the syndrome that re- 
vealed marked hyperplasia of the amphophil cells of 
the anterior pituitary, suggests that the pituitary 
tropic hormones may provide support for the endo- 
crine tumors. 

Another case is reported in a brother of the patient 
previously reported. The family history includes the 
brother’s death from hypoglycemia after pancreatec- 
tomy; the mother’s death at age 38 of unknown 
causes, but with renal calculi; the father’s death at 40 
of unknown cause; and a sister who had resection of a 
parathyroid adenoma. 

On admission, the patient, aged 32, had a perfo- 
rated ulcer treated with simple closure. Massive 
hematemesis developed, and a hemigastrectomy and 
vagotomy were performed. He continued to bleed and 
had a reresection involving the gastrojejunostomy 
together with a resection of the tail of the pancreas. He 
died of bronchopneumonia 2 weeks after his last 
operation. 

Pathologic findings included a duodenal carcinoid, 
hyperplasia of the parathyroids and adrenal cortices, 
an alpha cell adenoma of the pancreas, amphophilic 


and basophilic hyperplasia of the pituitary, and 
testicular atrophy. No glucagon or glucagonlike 
substance could be identified in the serum of this 
patient. 

A suggested sequence of events is that gonadal 
atrophy is the initial event, followed by pituitary 
hyperplasia, and stimulation of the other endocrines, 

—Carl H. Calman, M.D. 


Ulcers of the Second Portion of the Duodenum (Les 
ulcéres de la portion descendante du duodénum), 
CiauvE Roucemont. 7. chir., Par., 1959, 78: 534, 


THE ANALYTICAL sTupy of the case records of 30 pa- 
tients with proved ulcer in the second portion of the 
duodenum forms the basis of this report. The location 
of the ulcer was verified by roentgenographic exam- 
inations and/or operative findings. 

Ulcer of the second portion of the duodenum is rel- 
atively uncommon. Described as an autopsy finding 
almost 100 years ago, its diagnosis by roentgeno- 
graphic means in live patients was only infrequently 
reported prior to 1929. Since then, a number of col- 
lected series has been published and it can now be 
estimated that 1 per cent of all duodenal ulcers are 
located in the second portion. The cause is obscure. 
Mobile duodenum, ulcer in a diverticulum, high im- 
plantation of the common duct, pancreatic adenoma, 
and anomaly of submucous connective tissue have 
been cited as contributory factors. Characteristically 
these ulcers are located posteroinferiorly; they invoke 
a severe inflammatory response with varying degrees 
of stenosis, and at times they erode into the common 
duct or pancreas. 

The ulcer may be active and symptomatic, latent 
or silent, and/or may be coexistent with pancreatic 
or biliary tract disease. Its principal complication is 
hemorrhage, which occurs in an unusually high per- 
centage of the cases, about 40 per cent. Diagnosis is 
easy when the ulcer is known to be present before- 
hand, but is difficult when hemorrhage is the present- 
ing symptom. Endoscopy is of little help. Accurate 
barium study of the second portion of the duodenum 
particularly is most apt to result in a correct diagnosis. 
The lesion is best seen on anterior oblique or almost 
complete profile films. The crater, in a profile film, 
is seen on the inner border of the upper part of the 
second portion. Concurrent stenosis is a frequent ac- 
companiment and its interpretation is at times very 
difficult. Cholangiograms may be valuable ancillary 
studies. When perforation occurs, it is rarely into the 
free peritoneal cavity, but commonly into the pan- 
creas and occasionally into the extrahepatic biliary 
tree. Stenosis characteristically occurs above the am- 
pulla of Vater. 

The initial treatment is the standard ulcer regimen. 
Surgical intervention is indicated when: (1) medical 
management fails; (2) stenosis is present; (3) perfora- 
tion into contiguous structures has occurred; and (4) 
hemorrhage is severe. Gastroenterostomy with bilat- 
eral vagotomy is the operation of choice, because 
extirpation of the ulcer is hazardous and presents the 
threat of injury to the pancreaticobiliary conduits, and 
the complications following may possibly necessitate 
transplantation of the common duct. 

—Edwin 7. Pulaski, M.D. 
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The Cytologic Diagnosis of Gastric Cancer and Evalu- 
ation of the Abrasive Brush Technique in 125 
Cases. H. E. Nresures, J. L. WERTHER, F. HOLLAND- 
er, and H. D. JANowrtz. Am. 7. Digest. Dis., 1960, 5: 
63. 


THE AUTHORS report their experience with 125 cases 
in which an abrasive brush devised by one of the 
authors was used for the collection of specimens of 
cellular material from the stomach for cytologic study. 

Every patient included in this series had a gastric 
lesion considered benign, malignant, or equivocal 
according to the barium meal roentgen examination. 
The instrument used consisted of a flexible plastic 
tube as a carrier for angulated nylon filament loops 
extruded after the passage of the instrument into the 
stomach. The material adhering to these filaments was 
smeared upon glass slides that had been previously 
coated with egg albumin, fixed in ether alcohol, and 
stained by the Papanicolaou technique. 

In 105 instances the specimens were obtained im- 
mediately after gastroscopy. The procedure was sub- 
sequently abandoned because of difficulty in evaluat- 
ing the findings. In the remaining cases, gastric 
brushings were carried out independently without 
sedatives or anesthetics and with no incidence of un- 
due discomfort to the patient. 

In 74.4 per cent of the cases, the specimens obtained 
were considered satisfactory for cytologic diagnosis. 
Of these satisfactory smears an unequivocal diagnosis 
was made in 69, or 74 per cent, on the basis of cyto- 
logic criteria. In 24 instances a diagnosis of benign or 
malignant could not be reached and specimens were 
reported as “equivocal.” Subsequently one-third of 
this group was found to have carcinoma. 

In those cases in which a definite cytologic diagnosis 
could be made, 62, or 89.9 per cent, appeared to be 
correct. In comparing the diagnostic accuracy of 
cytology, roentgenography, and gastroscopy, cytology 
was found to be correct in 80 per cent of the cases, 
roentgenography in 79.1 per cent of the cases, and 
gastroscopy in 73.3 per cent of the cases. 

—W. Harrison Mehn, M.D. 


Carcinoma of the Stomach. F. Mirry, JR., 
Louis M. RoussELot, and J. GRaAcE. Am. 7. 
Digest. Dis., 1960, 5: 249. 


THE AUTHORS have presented a review of all of the 
patients with carcinoma of the stomach admitted to 
the St. Vincent’s Hospital of the City of New York, 
New York from 1947 through 1955. There were 169 
patients seen; primary treatment could be rendered 
to 155. The follow-up on this group of patients was 
98.8 per cent complete. 

The disease is seen almost twice as often in the 
male as it is in the female, and its peak incidence 
occurs in the fifth, sixth, and seventh decades of life. 
Pain, usually referred to the epigastric region, was the 
most common complaint. Weight loss, anorexia, and 
nausea were also common symptoms. The authors 
emphasized that the presence of a mass in the epigas- 
trium should not alone preclude an exploratory 
laparotomy. The diagnosis of carcinoma of the stom- 
ach is usually established by roentgenography which 
in the long run has a diagnostic accuracy of about 
90 per cent. 
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Over 14 per cent of the patients seen were not 
operated upon. Almost 28 per cent had an exploratory 
laparotomy only, and 15 per cent had a palliative 
gastroenterostomy. About 10 per cent of the patients 
had a palliative gastrectomy performed, and only 
one-third of all patients had a curative resection. In 
this group, total gastrectomy was performed in 18 
patients, subtotal gastric resection in 44. Of the 18 
patients upon whom a total gastric resection was 
performed for cure, only 1 patient survived 5 years; 
this represents a rate of 5.5 per cent. Of the 29 pa- 
tients in whom subtotal gastrectomy was performed 
for cure, 10 patients survived 5 years, a rate of 34.4 
per cent. 

In patients with negative lymph nodes who under- 
went curative subtotal gastric resection, the 5 year 
survival rate was 38 per cent. Perhaps of more sig- 
nificance, however, the absolute 5 year survival rate 
in the 155 patients treated primarily was 7.7 per cent. 

— Harvey N. Lippman, M.D. 


Carcinoma of the Stomach in the Young Adult. PauL 
Y. Tamura and CHARLOTTE Curtiss. Cancer, 1960, 13: 
379. 


CARCINOMA OF THE STOMACH in patients less than 36 
years of age is relatively rare. Twenty-eight cases from 
three general hospitals in Hawaii are presented. 

In a 10 year period, 15 of 251 cases of gastric 
carcinoma were found in patients less than 36 years 
old, an incidence of 6 per cent. 

The Japanese patients had a high quotient of oc- 
currence, 47 per cent for all ages and 60 per cent for 
those less than 36 years of age, as compared to Cau- 
casians, Hawaiians, Chinese, and others. 

In all groups, two-thirds (166) of the 251 patients 
were men. However, in patients less than 36 years 
old, this ratio was reversed, being 5 male patients to 
each 10 female patients. A progressively increasing 
incidence was noted in advancing age. 

Most patients had symptoms for less than 6 months. 
The most prominent symptom was pain in the 
epigastrium. 

Twenty-three patients were diagnosed at laparotomy 
as having carcinoma and 9 of these were considered 
operable. Three of the 9 survived longer than 5 years. 
No patients who did not have surgical treatment sur- 
vived this long. 

Pathologically, the tumors involved the distal one- 
third of the stomach in 90 per cent of the patients. 

— Ernest D. Bloomenthal, M.D. 


Segmental Gastrectomy with Innervated Antrum for 
Duodenal Ulcer. D. J. FeRcuson, H. D. 
SwEnsEN, and G. Hoover. Surgery, 1960, 47: 548. 


THE AUTHORS conducted a double blind study to as- 
sist in evaluating a type of segmental gastrectomy for 
duodenal ulcer and the standard Billroth II type of 
resection. There were 311 male veterans consecutively 
operated upon for duodenal ulcer between 1953 and 
1957 at the Veterans Administration Hospital, Min- 
neapolis, Minnesota. 

The Billroth II resection comprised 75 per cent 
of the stomach, including almost the entire lesser 
curvature. A short loop retrocolic gastrojejunostomy 
was made. The segmental operation was designed to 
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conserve the pylorus and the vagal innervation of both 
fundic and antral pouches. All short gastric vessels 
were divided and a long length of greater curvature 
was removed with a much smaller length of lesser 
curvature. 

The most striking general observation from this 
study was that the results of these two quite different 
operations were not easily distinguished. ‘There was a 
slightly greater frequency of substernal pain in the 
segmental group and of palpitation and sweating in 
the Billroth II group and there was more serious 
weight loss in the latter group. The segmental opera- 
tion has the technical advantage of avoiding dissec- 
tion of the duodenum, and if avoidance is a serious 
problem because of the extent or location of the ulcer, 
a segmental procedure may be wisely chosen. 

—David E. Hallstrand, M.D. 


Polya Gastrectomy with Y Anastomosis in the Treat- 
ment of Duodenal Ulcer. J. Ewart ScHOFIELD and 
Paut H. Denton. Brit. 7. Surg., 1959, 47: 179. 


THE AUTHORS present their 8 year experience in the 
treatment and prevention of the postgastrectomy syn- 
drome by the use of Polya’s gastrectomy with Y 
anastomosis. 

Historically, the Y anastomosis has fallen into dis- 
repute because of the large number of subsequent 
anastomotic ulcers. Its use was advocated as early as 
1883 by Wolfler in the successful treatment of vicious 
circle vomiting gastroenterostomy. The authors felt 
that the Y anastomosis had been used only before 
modern principles governing gastrectomy for duo- 
denal ulcer had been introduced. The Y anastomosis 
had been employed only in cases of gastroenterostomy 
when neither the acid-bearing area nor the pyloric 
mucosa were removed, and in low partial gas- 
trectomy when a large proportion of the acid-bearing 
area was left in the gastric remnant. 

The operative technique of measured radical 
gastrectomy with Y anastomosis as well as that of Y 
conversion of standard gastrectomy for postgas- 
trectomy syndrome and anastomotic ulcer is de- 
scribed. The authors’ results encourage them to be- 
lieve that high-level gastrectomy with Y anastomosis 
gives freedom from duodenal ulcer pain without 
development of the postgastrectomy syndrome, with- 
out an increase of recurrent ulceration, and without 
any increase in operative mortality. The present 
series shows that in the majority of cases the nutri- 
tional and general state of health of the patients who 
underwent this operation was not impaired and that 
their capacity for work and recreation was not 
reduced. —Harold L. Method, M.D. 


A Study of the Pancreatic Response to Food After 
ow in Man. T. J. BuTLer. Gut, Lond., 1960, 
13°59. 


IN AN EFFORT to investigate the effect of gastric resec- 
tion on the pancreatic response to food entering the 
duodenum or jejunum, intubation tests with a meal 
were carried out on 50 patients before and after a 
Billroth I gastrectomy. Duodenal aspiration revealed 
an increase in the resting volume but a decrease in 
the secretory volume in response to a meal in the 
postoperative series when compared with the pre- 


operative controls. Although the resting concentra. 
tions of bicarbonate and enzymes remained yp. 
changed after operation, total bicarbonate output as 
well as amylase, trypsin, and lipase were reduced 
postoperatively when the test meal was introduced, 

Jejunal intubation before and after operation was 
carried out to determine the effect of gastrectomy on 
the pancreatic response to food entering the jejunum 
directly, as an approximate index of the response 
after a Polya operation. Again, there was an increase 
in the resting output in the postoperative group, 
while resting concentrations of bicarbonate and the 
pancreatic enzymes were unchanged. Postgastrectomy 
volumes were reduced, and the volume response 
curves were virtually flat. There was similarly little 
variation in the enzyme or bicarbonate levels after 
the test meal. 

Investigation of several patients having vagotomy 
prior to gastrectomy shows a pancreatic response 
similar to that which occurs after gastrectomy, sug- 
gesting that vagal section coincident with gastrectomy 
may be responsible for this modification in pancreatic 
function. —Stuart L. Scheiner, M.D. 


Topical Acidity in Comparison with Uropepsin Se- 
cretion in Ulcer and Carcinoma of the Stomach 
After Stomach Resection (Die aktuelle Aziditaet im 
Vergleich zur Uropepsin-Ausscheidung am Ulcus- und 
Karzinommagen sowie nach Magenresektion). H. 
Cesnik and L. KRonBercer. Chir., Leipzig, 1959, 
84: 1982. 


THE DIFFERENTIAL DIAGNOSIS between stomach and 
duodenal ulcer and carcinoma of the stomach has 
been studied. There are various aspects, including 
morphologic characteristics, pathologic changes, 
roentgenographic and transillumination examination, 
and motility of the stomach. 

Two clinical methods of study are reported upon: 
that of titration and the measurement of hydrogen ion 
concentration. The hydrogen ion concentration of the 
gastric juice is responsible for controlling the digestion. 
The free acid in the gastric juice is demonstrated by 
the titration method. Uropepsin determinations were 
also made. An association between the hydrogen ion 
concentration of the gastric juice and the uropepsin 
determination was shown. The gastric ulcer has a 
strong acid character and a high uropepsin content. 
The gastric carcinoma has a weak acid reaction and 
low uropepsin content. Therefore, these determina- 
tions are of significance and value in the differential 
diagnosis of these lesions. —Miriam Miller, M.D. 


Effect of Antrectomy, Vagotomy with Gastrojejunos- 
tomy, and Antrectomy with Vagotomy on the Spon- 
taneous and Maximal Gastric Acid Output in Man. 
I. E. Grtrespre, D. H. Crarx, A. W. Kay, and H. I. 
TANKEL. Gastroenterology, 1960, 38: 361. 


ANOTHER STUDY on gastric secretion is added to the 
extensive literature on this subject. This particular 
study is concerned with the effect of antrectomy, va- 
gotomy with gastrojejunostomy, and antrectomy with 
vagotomy on the spontaneous and maximal gastric 
acid output in man as determined by the histamine 
test. It suffers from the usual defects of studies of gas- 
tric function in the human being. These are: a lack of 
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total collection of gastric output and an inability to 
measure the effect of regurgitation on gastric acidity. 
In addition, the completeness of the vagotomy cannot 
be ascertained. 

These authors used the multiple aspiration sam- 
pling technique and titrated the samples with 1/10 
normal sodium hydroxide using Topfer’s reagent as 
an indicator and an end point of pH 3.5. These pa- 
tients were studied preoperatively and for comparison, 
postoperatively. The data are not presented in their 
entirety. The results indicate that spontaneous acid 
secretion was reduced a mean value of 98 per cent in 
10 cases of antrectomy. It was reduced 95 per cent in 
23 cases of vagotomy with gastrojejunostomy and 99 
per cent in 7 cases of antrectomy with vagotomy. In 
these same patients, the augmented histamine re- 
sponse was reduced 79, 79, and 87 per cent after 
antrectomy, vagotomy with gastrojejunostomy, and 
antrectomy with vagotomy. The differences observed 
are not statistically significant. 

From these data, the authors conclude that the 
antral and vagal phases of gastric secretion are inter- 
dependent. Their conclusion is based on their findings 
of near maximal reduction in acid secretion by either 
antrectomy or vagotomy.— John W. Braasch, M.D. 


Early Dysfunction of the Anastomosis After Subtotal 
Gastrectomy (Les dysfonctionnements précoces de 
Panastomose aprés gastrectomie subtotale). P. Baka- 
Loupis. 7. chir., Par., 1960, 79: 279. 


Tue AUTHOR, of the Red Cross Hospital at Athens, 
Greece, reviews a series of 4,250 subtotal gastrectomies, 
performed in the period from 1930 through 1954. In 
21 of these cases, 0.5 per cent, signs of complete or 
partial obstruction necessitating a reintervention de- 
veloped between the second and the seventeenth post- 
operative day. This reintervention had a high mor- 
tality, 9 of the 21 cases. 

The world literature of this complication is re- 
viewed, and the mechanism and pathogenesis are dis- 
cussed in detail. 

The complication may be caused by one of three 
different conditions: (1) mechanical obstruction in- 
cluding incarceration or volvulus of the afferent or the 
efferent loop and endogastric intussusception; (2) oc- 
clusion due to inflammatory processes such as jejunitis 
with edema, local peritonitis, or adhesions around the 
anastomosis; and (3) functional disturbances such as 
paralysis or spasm in which cases no abnormal findings 
are noted at reintervention or autopsy. 

— Werner M. Solmitz, M.D. 


Acute Complications Following Transabdominal 
Gastric Resection. RAYMOND E. ANDERSON and LEON 
J. Wirxowskt. Arch. Surg., 1960, 80: 276. 


THE HOSPITAL COURSE of 255 consecutive patients after 
transabdominal gastric resection performed from 1954 
through 1958 at St. Luke’s Hospital, Chicago, Illinois 
was surveyed. Emergency as well as elective operations 
were included, and the pathologic findings represented 
malignant as well as benign disease. Complications 
which developed after discharge from the hospital were 
not appraised unless the patient was readmitted within 
48 hours after discharge for a problem originally 
recognized during the first stay. 
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TABLE I.—NUMBER OF HOSPITAL COMPLICATIONS 
WHICH OCCURRED AFTER ABDOMINAL GAS- 
TRECTOMY 

No. of No. of 

Complication times Death reoperations 

Hemorrhage a 

Outlet obstruction 

Postoperative pancreatitis 

Duodenal perforation 

Atony of gastric stump 

Wound disruption, evisceration. . . 

Infection or hematoma of wound. . 

Pancreatic or bile fistula 

Severe dehydration 

Leakage at gastrojejunostomy 

Intra-abdominal abscess 

Severe diarrhea 

Cardiac arrest 

Severe immediate dumping 

Pulmonary edema 

Acute cholecystitis 

Surgical shock 

Alcoholic psychosis 

Urinary obstruction 

Parotid gland abscess 


1 
1 
1 


12 27 
Twelve ital deaths occurred in the group, a 4.7 per cent mortal- 
ity. Duodenal leakage or hemorrhage accounted for 9 of these 12 deaths. 


Of the 255 patients 94, 36.9 per cent, suffered some 
type of serious complication during the hospital period 
after their operation, as shown in Table I. 

—Gilbert S. Campbell, M.D. 


The Late Development of Gastric Cancer After Gas- 
trectomy for Malignant Disease. LEoN Morcen- 
STERN. Surgery, 1960, 47: 557. 


CaRcINoMA occasionally occurs in the gastric rem- 
nant after subtotal gastrectomy and in the stomach 
after gastroenterostomy. There has even been an 
implied relationship between the previous operation 
and the carcinoma, but without statistical proof. 
Carcinoma of the stump or stomal site after gastrec- 
tomy for malignant lesions poses a different problem 
in which the recurrence must be differentiated from 
a second primary lesion. Prolonged survival of these 
patients after the development of a second malig- 
nant growth is rare. Some 9 cases have been reported, 
and in all, the interval after the original operation for 
neoplasm was at least 7 years. The authors report 2 
cases of gastrectomy for malignant lesions and the 
second resection for carcinoma of the stump after 23 
and 32 years, respectively. 

The first case was that of a 75 year old white man 
who had an adenocarcinoma of the stomach resected 
23 years before and at this admission had roent- 
genographic evidence of a lesion of the remainder 
of the stomach. It proved to be an extensive adeno- 
carcinoma with some undifferentiated features which 
had extensive intramural lymphatic invasion. After 
a reresection he did well for 6 months but is now 
preterminal. 

The second case was that of a 69 year old white 
female who had a gastrectomy 32 years before for 
reticulum cell sarcoma of the distal portion of the 
stomach. A reresection was performed during this 
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admission for adenocarcinoma of the gastric remnant, 
and 18 months after operation she is asymptomatic 
and maintaining her weight. 

No causal relationship is known to exist between 
previous resection and subsequent neoplasia. Re- 
resection is recommended as a palliative or definitive 
surgical procedure. §—David E. Hallstrand, M.D. 


Duodenal Occlusion in the Newborn and in Infancy 
(Le occlusioni duodenali dell’eta neonatale e dell’in- 
fanzia). P. Gorrrint, E. Botti, and C. 
Arch. ital. chir., 1960, 86: 3. 


THE AUTHORS REPORT on 3 patients with duodenal 
occlusion personally treated at the surgical clinic of 
the University of Parma, Parma, Italy. The first 
patient was a male newborn who had a stenosis of the 
duodenum at the first portion of the curve caused by a 
dense peritoneal band attached to the inferior surface 
of the liver. A duodenojejunostomy was performed 
with good results. 

The second case was that of a female operated upon 
at the thirteenth month for an obstruction between 
the second and third portions of the duodenum caused 
by an annular ring of pancreatic tissue. The duo- 
denum beyond this constriction was markedly ste- 
nosed. A duodenojejunostomy was performed with 
good results. 

The third patient, a male newborn, began vomiting 
soon after birth. He had marked adhesions and pan- 
creatic tissue at the first portion of the duodenum 
causing noticeable dilatation proximally. A duodeno- 
jejunostomy was performed. In spite of adequate sup- 
portive therapy the child died of respiratory compli- 
cations on the second day. At autopsy an intrinsic 
partial block was found at the superior curve of the 
duodenum caused by an incomplete diaphragmlike 
septum. 

A classification of the various forms of duodenal 
occlusion is presented with well illustrated diagrams 
and roentgenograms depicting the various clinical 
entities. The literature on the subject is also reviewed. 

—Lucian 7. Fronduti, M.D. 


ee oe of Gastrointestinal Bleeding Site by the Use 

of Radiochromate Tagged Red Cells. Jan K. Stem- 
sEN, Lucius D. Hitt, RANDOLPH P. PILLow, PATRICK 
A. Racen, and Henry Testuk. Bull. Mason Clin.,1959, 
132-414, 


A TECHNIQUE utilizing radiochromate tagged red cells 
is described which aids in the location of a bleeding 
site in the gastrointestinal tract and also provides an 
estimate of the amount of blood lost. Bleeding from an 
undetermined site in the gastrointestinal tract is a 
major clinical problem, particularly when the bleeding 
is from the small intestine. Early exploratory operation, 
in cases in which blood is expected to be at or near the 
source of bleeding, has proved to be the best method 
of solving this problem. 

The method described is a combination of intuba- 
tion, stepwise aspiration, red cell tagging, and deter- 
mination of radioactivity in both aspirated fluids and 
feces. Red cells may be tagged by incubating whole 
blood with radioactive sodium chromate. At any time 
afterward, within a period of 2 weeks or more, any 
fluid aspirated from the gastrointestinal tract will be 


radioactive in direct proportion to the amount of blood 
in the fluid sample. ‘This method shares the disadvan- 
tages of intubation, in that telescoping may occur, but 
has the following advantages: (1) an accurate estimate 
may be made of the quantity of blood lost, (2) definite 
timing of blood loss may be made, distinguishing 
between fresh and old blood, (3) detection of bleeding 
points at several sites is possible, and (4) determination 
of postoperative bleeding is possible. 

A case report is included of a 60 year old woman 
with a 9 year history of anemia of undetermined type. 

—E. Thomas Boles, Fr., M.D. 


Quantitative Determination of Gastrointestinal 
Bleeding Using Cr‘'-Labeled Red Blood Cells, G. 
Izax, Y. Stein, and A. Karsuat. Am. 7. Digest. Dis., 
1960, 5: 24. 


HyYPOCHROMIC IRON DEFICIENCY ANEMIA is frequently 
encountered in Israel. It has been shown that when 
Cr‘!-tagged red blood cells are injected intravenously 
into humans, there is no appreciable radioactivity in 
stool specimens collected over a period of days after 
the injection. It has also been shown that when Cr'l. 
tagged red blood corpuscles are introduced into the 
stomach of normal individuals, there is no measurable 
radioactivity in the blood stream. Therefore, it would 
seem reasonable that when gastrointestinal bleeding is 
suspected, a quantitative measure of blood loss can 
be obtained by relating radioactivity found in the 
stool specimens to the radioactivity of circulating 
blood on the same day. 

The patient’s red cells were tagged with Cr*! and 24 
hour stool specimens were collected for a period of 7 
days in most instances. The stool was homogenized 
and a count carried out in a well-type scintillation 
counter. A blood sample was obtained from the same 
patients daily and this was counted for radioactivity 
per ml. of whole blood. 

Twenty-three patients were included in the study, 
all of whom were suffering from hypochromic iron 
deficiency anemia. In these cases the procedure out- 
lined was of value in determining whether there was 
a loss of blood through the intestinal tract during the 
period of examination. There were, however, some 
deficiencies pointed out. In one group of 6 patients 
sufficient blood was recovered in the stool of 4 to ex- 
plain the anemia. One of these 4 was operated upon 
and no bleeding point could be found in her gastro- 
intestinal tract. In another case a Miller-Abbott tube 
was passed into the gastrointestinal tract and samples 
withdrawn at various depths were tested for radio- 
activity. The authors believe that this procedure 
might offer some reliable preoperative information in 
future cases. 

Although it has been repeatedly stated that 50 ml. 
of blood in the stool is required to produce melena, in 
the series reported no frank melena was found. The 
authors conclude that large amounts of blood may be 
lost by way of the stool without the finding of melena. 

There is a lack of correlation between the presence 
of occult blood in the stools of these patients and the 
amount of blood demonstrated in the same specimens 
by the Cr®! technique. It would follow that whenever 
the benzidine test is used in searching for occult blood, 
many samples should be taken from various areas of 
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the stool sample before occult blood can be considered 
to be absent. —W. Harrison Mehn, M.D. 


Surgical Aspects of Gastrointestinal Hemorrhage in 

Infancy dhe emorragie digestive di interesse chirur- 
ico nell’eta infantile), EMANUELE Botti and CaRLo 
BaTTIsTINI. Ateneo parmense, 1959, 30: 168. 


Tue AUTHORS have written a collective review of the 
subject and discuss multiple causes for gastroin- 
testinal hemorrhage. 

In most cases the diagnosis is difficult, and medical 
management is recommended in the beginning. 
Roentgenographic studies of the gastrointestinal tract 
are recommended when feasible. 

Among the lesions for which operation is indicated 
are Meckel’s diverticulum, duplication of the bowel, 
and persistent hemorrhage with ulcerative colitis. 
Much controversy exists as to the advisability of 
operation in bleeding peptic ulcer, and if operation 
must be performed one should resort to the simplest 
procedure possible. When bleeding is due to esophag- 
eal varices the same treatment is recommended as 
in adults. —Lucian 7. Fronduti, M.D. 


Gastroduodenal Hemorrhage as a Surgical Emer- 
gency. Joun M. Larce. Brit. M. 7., 1960, 1: 932. 


THE AUTHOR reviewed the cases of 540 patients with 
gastroduodenal hemorrhage treated at the Royal 
Berkshire Hospital, Reading, England between 1953 
and 1957. 

Of these, 448 hemorrhages were due to chronic and 
acute peptic ulcers; 97 of these patients underwent 
emergency operation with a mortality of 5.9 per cent. 
Of these 97, 23 underwent operation within 12 hours 
of admission to control severe bleeding; 68 continued 
to bleed, or bled again while on medical treatment; 6 
had moderate bleeding, but operation was performed 
within 12 hours of admission. 

In all cases of chronic ulceration, a partial gastrec- 
tomy of either the Polya or Billroth I type was per- 
formed and the ulcer was resected when possible. 

In those cases classified as acute ulcer, 14 patients 
were treated by local excision of the ulcer, 6 by partial 
gastrectomy, and 4 by gastrotomy and, in the absence 
of any specific bleeding point, simple closure. 

There were 30 deaths in this series; 11 patients bled 
to death without operation and the remainder died 
from conditions such as bronchopneumonia, cardiac 
failure, and frailty of old age. 

The author studied 23 cases in which a definite acute 
ulcer of the stomach was found. In these patients the 
ulcer was excised down to the muscle coat and mucosa 
was sewn over the defect. He noted that no further 
bleeding occurred and that chronic ulcers did not 
develop later at the site of the excision. The author, 
therefore, concludes that gastrectomy for hemorrhage 
from acute ulcers is both illogical and unnecessary. 

—John F. Hudock, M.D. 


Familial Polyposis Limited to Females of One Family 
for 3 Generations. Joun B. Fartey, M. 
WEXLER, L. J. Farasaucn, and F. E. STANDER. Am. 
Surgeon, 1960, 26: 129. 


THE AUTHORS present an unusual family group with 
familial colonic polyposis in which only females have 
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been involved for 3 generations. The authors quote 
C. E. Dukes, “‘The greatest danger from polyposis is 
the adolescent period, between the ages of 13 and 19, 
because this is the time that the polyps are most likely 
to develop and when it is most important that their 
presence should be detected.” 

—Harold Laufman, M.D. 


Biopsy of the Normal Intestine. G. Asratpr and E. 
StRossELui. Am. 7. Digest. Dis., 1960, 5: 175. 


Tue AUTHORS have conducted a thorough study of the 
histologic and histochemical characteristics of jejunal 
mucosa obtained from normal human beings by means 
of a special intestinal biopsy capsule originally de- 
signed and described by Crosby and Kugler. The de- 
tailed microscopic anatomy ranging from the muscu- 
laris mucosae to the columnar epithelium of the villae 
is reported. The many mitoses noted in the crypts of 
Lieberkiihn suggest the possibility of using this tech- 
nique to study the influence of certain drugs (anti- 
mitotic agents, antimetabolites, antibiotics, and sul- 
fonamides) on the mitotic activity of the intestinal 
epithelium. Mitoses occasionally were noted also in 
the columnar epithelium. 

Acid mucopolysaccharides and proteins containing 
histidine, tryptophane, tyrosine, alpha-amino groups 
and lipids with free carbonyl groups were demon- 
strated by histochemical tests in the striated margin as 
well as in the basement membrane of the mucosa. 

The authors have also demonstrated an unusual 
phenomenon in the mucosa of the intestine consisting 
of pigment granules which have hitherto been un- 
described. —Harvey N. Lippman, M.D. 


Intestinal Complications of Strangulated Hernia. 
K. D. J. Vowtes. Brit. J. Surg., 1959, 47: 189. 


THE FATE OF A Loop of small intestine replaced within 
the abdominal cavity at an operation for strangulated 
hernia is little known, for commonly recovery is un- 
complicated. Less commonly a degree of partial in- 
testinal obstruction appears to persist, and a few days 
pass before function is normal. Rarely, a late compli- 
cation arises and an opportunity is afforded for further 
examination of the bowel at a second operation or at 
autopsy. 

In the first group it is probable that the edematous, 
congested loop and its mesentery return rapidly to a 
normal condition, and peristalsis is promptly resumed. 
In loops that remain partially obstructed there is a 
paralytic ileus in the involved segment. In some of 
these, certain elements of the loop—serosa, muscle, 
submucosa, mucosa, or mesenteric vessels—may have 
been damaged so extensively that healing is by fibrosis, 
and late complications of adhesive obstruction or 
stenosis arise. In patients with partial or intermittent 
obstruction macrocytic anemia may eventually 
develop. This is due to a change in the bacterial 
flora and interference with the absorption or utiliza- 
tion of the hematopoietic factor. In still others, the 
wall of the replaced bowel is frankly gangrenous and 
soon becomes perforated. 

The author describes 6 patients in whom late com- 
plications occurred, emphasizing certain points in 
diagnosis and management of these lesions. 

—RHarold L. Method, M.D. 
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Diagnosis, Management, and Prognosis of Abdomi- 
nal Injuries with Special Reference to Massive 
Intestinal Resection. M. A. Hassan. Alexandria M. 7., 
1960, 6: 60. 


THE AUTHOR REPORTS a successful resection of 15 feet, 
or 75 per cent, of the small gut and the right half of 
the colon in a case of abdominal injury. 

Review of the reported late results of massive in- 
testinal resection showed that operative loss of more 
than 50 per cent of the small bowel exposes the pa- 
tient to nutritional deficiencies in the form of weight 
loss, anemia, tetany, and muscle fatigue due to iron, 
calcium, and potassium depletion resulting from diar- 
rhea and diminished absorption. These patients can 
be kept in a fairly normal condition on a diet free 
from fats, rich in carbohydrates and easily digested 
proteins, and supplemented with iron, calcium, and 
potassium. The remaining segment of small bowel 
undergoes hypertrophy and dilatation, and the peri- 
staltic wave slows down to compensate for the lost 
length of bowel. 

It is also possible that after massive small gut re- 
section the colon takes over some of the absorptive 
functions of the small bowel. Gastric digestion is said 
to be delayed for 2 hours as a compensatory mech- 
anism. The accommodation processes which take 
place in the remaining segment seem to require 1 year 
to become efficient. Thus, if patients with massive 
intestinal resection can be tided over the first post- 
operative year, they will live fairly normally for the 
rest of their lives. —Robert Turell, M.D. 


Relation of Small Bowel Resection to Nutrition in 
Man. M. H. Katser, J. L. A. Roru, H. Tumen, and 
T. A. Jounson. Gastroenterology, 1960, 38: 605. 


Tue AuTHORs studied 25 patients with resections of 
the small bowel or bypass at the Graduate Hospital, 
Philadelphia, Pennsylvania in an attempt to ascertain 
(1) the amount of small bowel that can be resected 
without impaired assimilation of foodstuffs; (2) the 
importance of preserving a segment of terminal ileum 
and the ileocecal valve; and (3) whether it is impor- 
tant to preserve as much colon as possible. In 22 of 
these patients the operation was performed for chronic 
inflammatory intestinal disease. 

The patients were classified into 3 groups. Group 1 
contained patients with minimal resections. Patients 
in groups 2 and 3 had massive resections but those in 
group 2 had resection of the terminal ileum and 
ileocecal valve or bypass of these structures. Postoper- 
ative roentgenograms of all patients were evaluated 
for small bowel transit time, length of the small 
bowel, mucosal abnormalities, and small bowel emp- 
tying time. Fecal balance evaluation was carried out, 
including wet weight, water content, and fat content. 
A nutritional evaluation was also made. 

It was found that the often quoted average small 
bowel length of 21.5 feet has no real significance. 
Minimal resections of the ileum did not produce 
steatorrhea, but extensive small bowel resection pro- 
duced marked steatorrhea. If some ileum and the 
ileocecal valve remained intact, the fecal fat was only 
one-third as much as when the valve was resected. A 
severe megaloblastic anemia occurred in 5 of 14 cases 
of extensive resection of the small bowel including 


the ileocecal valve, the onset occurring 18 to 66 
months after operation. 

The ileum was found to be more concerned with fat 
and vitamin B,, absorption than is the jejunum. The 
ileocecal valve, by slowing the passage of intestinal 
contents into the colon, markedly decreased the water 
loss after resection of large amounts of small bowel. 

Although steatorrhea increased after massive re- 
section of the small bowel, the nutritional state im. 
proved in patients with extensive jejunoileitis. 

—David E. Hallstrand, M.D, 


Volvulus of the Small Intestine in Adults. C. H. 
Tasor. Gut, Lond., 1960, 1: 76. 


Five cases of volvulus of varying lengths of the small 
intestine are described. One case was apparently 
caused by an abnormally long mesenteric root at- 
tachment; another patient had a subserosal lipoma 
at the apex of the volvulus. No apparent etiologic 
factor was present in the remaining cases. In most 
series, congenital malrotation and congenital or post- 
operative adhesions are the commonest causes of this 
condition. 

In cases in which the volvulus involves the whole 
or a large part of the small intestine, shock is a prom- 
inent feature. The maximal loss of splanchnic bed 
blood occurs with pure venous occlusion which occurs 
early. Pain is usually severe and often continuous. 
Vomiting may be slight even in cases urgently re- 
quiring laparotomy. Obvious distention may be ab- 
sent, and the behavior of peristaltic sounds varies 
with the amount of mesentery twisted and the degree 
of vascular occlusion of the bowel. In cases of massive 
volvulus the circulatory volume must be restored with 
blood and plasma preoperatively. 

The operative diagnosis is often facilitated by im- 
mediate delivery of the entire small intestine from 
the abdomen. When a reasonable segment of ileum 
can be preserved, the prognosis, particularly with 
regard to fat absorption, is improved. Recurrent 
massive volvulus may justify a Noble plication. In 
the postoperative period, the possibility of spreading 
thrombosis occuring in the mesentery must be kept 
in mind. Protein and fluid losses into the bowel wall 
and peritoneal cavity should be replaced generously. 

—Stuart L. Scheiner, M.D. 


Tumors of the Small Intestine. R. WENDELL Warp and 
James B. Gere. 7. M. Soc. N. Jersey, 1960, 57: 121. 


THE AUTHORS REPORT 12 patients with tumors of the 
jejunum and ileum who were treated during the 
period from 1949 to 1959. All tumors were malignant 
and included adenocarcinoma, lymphosarcoma, fi- 
brosarcoma, and leiomyosarcoma. Gastrointestinal 
hemorrhage or intestinal obstruction were suggested 
by the complaints and physical findings of all pa- 
tients at the time of admission to the hospital. Recur- 
rent, crampy periumbilical pain, relieved by vomit- 
ing, was the commonest symptom complex encoun- 
tered—in 10 of the 12 patients. In 8 patients the pain 
was acute in onset and of a severity that prompted 
surgical exploration. When pain of lesser degree was 
the chief complaint, delay in diagnosis resulted. 
Physical examination and gastrointestinal series could 
not be relied upon to establish the diagnosis. 
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A mass was palpable in 2 of the 12 patients. Only 
4 of the 12 patients lost more than 10 pounds in 
weight. Five of the 12 patients died during the 10 
year study. 

The authors recommend a roentgenographic con- 
trast study of the small intestine for all patients with 
obscure iron deficiency anemia and for patients with 
vague abdominal complaints in whom upper and 
lower gastrointestinal series are negative. 

—Lloyd D. MacLean, M.D. 


Sarcomas of the Small Intestine, Report of 3 Patho- 
logic Types. Youstr D. At-NAamaNn. Am. J. Surg., 
1960, 99: 320. 


THREE DIFFERENT TYPES of sarcoma of the small bowel 
are presented: leiomyosarcoma, neurogenic sarcoma, 
and lymphosarcoma. 

Leiomyosarcoma usually occurs in the duodenum 
and jejunum. Hemorrhage is the most significant sign. 
Metastasis is late. 

Neurogenic sarcoma is very similar to leiomyosar- 
coma, but metastases are less frequent. Surgical exci- 
sion is the treatment of choice in both types of tumor. 

Lymphosarcomas are usually in the terminal ileum 
near the ileocecal junction. Loss of weight, anemia, 
anorexia, and pain are frequent symptoms. Surgical 
excision and postoperative radiation constitute the 
best therapy. 

The complications of sarcomas of the small intestine 
are intestinal obstruction, bleeding from ulcerations, 
perforations, vascular thrombosis, and pulmonary 
embolism. —Ernest D. Bloomenthal, M.D. 


Barium Enema Reduction for Treatment of Intussus- 
ception in Children. (Text in Greek). ALEx. Liva- 
pits. Nossokomeiaka Chronica, 1959, 21: 447. 


THE AUTHOR reports 48 cases of children with intus- 
susception who were treated by barium enema at the 
Pediatric Surgical Department of the Karolinska 
Hospital in Stockholm, Sweden. The ages of the pa- 
tients ranged from 5 days to 5 years. Eleven of the 
patients were less than 6 months old and the remain- 
ing 37 were from 6 months to 5 years of age. There 
were 32 males and 16 females. The onset in almost 
all cases was sudden, characterized by interrupted 
colicky pain, and usually associated with vomiting. 
Bloody stools or blood in the rectum was found in 
only 30 per cent of the patients. A palpable abdomi- 
nal mass was also infrequent, occurring in 22 per 
cent of the cases. The average duration of symptoms 
before admission was 17 hours. 

The diagnosis should be suspected in all patients 
who have sudden and recurrent abdominal colicky 
pain associated with vomiting. The patient is first 
taken to the x-ray department for diagnostic barium 
enema. If the diagnosis of intussusception is confirmed, 
therapeutic barium enemas are begun and pressure 
Is progressively increased. The progress is checked by 
fluoroscopy as well as by periodic roentgenograms. 
The best criterion of success is the complete filling of 
the cecum and the terminal ileum. In case of failure 


the enema is repeated one or more times but if many 
attempts have failed then operation is necessary. 

In the author’s series 35 cases were successfully 
reduced out of a total of 48. The remaining 13 pa- 
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tients had to be operated upon and, in 7 of them, 
simple reduction was carried out. Four patients had 
simultaneous appendectomy and 2 removal of a 
Meckel’s diverticulum. There were no deaths in either 
the operative or the nonoperative group. 

The duration of symptoms is important in the suc- 
cess of conservative treatment. There were 38 cases 
with duration of symptoms of less than 24 hours and 
in 32 of them reduction by enema was successful. 
Of the remaining 10 patients, who had had symp- 
toms longer than 24 hours, only 3 underwent success- 
ful enema reduction. Ninety-one per cent of the babies 
(11 cases) who were younger than 6 months had suc- 
cessful enema reduction, while only 70 per cent of 
the older patients did so. 

Enema reduction of intussusception in children has 
advantages such as less mortality and morbidity and 
considerable shortening of hospitalization. The dan- 
ger of perforation is minimal if one does not exceed 
the limits of reasonable pressure, that is, 1.5 meters 
of water. Gangrenous bowel, which is most vulnerable 
to rupture, seldom can be reduced by enema. Many 
of the recurrences after conservative treatment are 
incomplete reductions and the author had 2 such 
examples. It is always necessary to observe the pa- 
tient for 48 hours and repeat the roentgenographic 
examination of the bowel before the patient is dis- 
charged from the hospital. 

— Michael G. Seremetis, M.D. 


Tleoileal Intussusception; Ileum into Ileum, a Per- 
nicious Type in Infants and Children. C. T. 
KRrisTIANSEN and W. H. Snyper, Jr. West. 7. Surg., 
1960, 68: 97. 


THE USUAL TyPE of intussusception occurs when the 
ileum is invaginated into the colon. When the ileum 
alone enters the ileum, a tight sleeve of intussuscepted 
bowel is produced which is frequently gangrenous. 
When the intussuscepted segment of ileum becomes 
fixed it may act as the leading point, forming a com- 
pound or double intussusception as it progresses into 
the colon. All of these forms are easily recognized at 
operation. 

In the 26 patients in whom the ileum was intus- 
suscepted into the ileum, 11 were purely enteric and 
had not reached the colon. The length of the ileal 
segment involved by the intussusception was short in 
all cases, but the incidence of gangrene was exceed- 
ingly high, 50 per cent. All of these patients required 
resection. In all of the pathologic reports, both the 
gross and the microscopic studies indicated necrosis 
of tissue in the ensheathed segment. 

Although no attempt was made to reduce any of 
these intussusceptions by barium enema, it was used 
as a diagnostic procedure in 5 patients, confirmed the 
clinical impression in all, and made the diagnosis of 
an ileoileal intussusception by demonstrating the de- 
fect in the ileum 20 cm. from the ileocecal valve in 
one case. A plain film was taken in 15 patients and 
demonstrated small bowel obstruction in all. In the 
usual form of intussusception, abdominal films are 
often equivocal until late in the disease. 

Regardless of the type of intussusception, the clas- 
sical findings are pretty much the same: sudden onset 
of abdominal pain followed by vomiting, bloody 
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mucoid stools, and an abdominal mass. The over-all 
mortality in 25 patients operated upon was 4 per cent. 
—Ely Elliott Lazarus, M.D. 


Surgical Treatment of Regional Enteritis. BENTLEY P. 
Cotcock and Joun H. Vansant. WV. England 7. M., 
1960, 262: 435. 


REGIONAL ENTERITIS primarily attacks the small in- 
testine but may involve any region of the gastroin- 
testinal tract. Management of the condition is 
controversial, but in the chronic complicated phase 
surgery not only offers the most satisfactory result, but 
also may be imperative. During a 5 year period ending 
1958, 376 patients with regional enteritis were treated 
at the Lahey Clinic in Boston, Massachusetts and the 
present study is concerned with 304, 80.8 per cent, 
who were treated surgically. The presence of regional 
enteritis of itself is not an indication for surgery, but 
surgical treatment is usually necessary for the treat- 
ment of complications caused by the natural progres- 
sion of the disease. 

Chronic partial obstruction of the small intestine 
was the most frequent indication with an occurrence 
rate of 83.6 per cent. Other indications for operations 
were: abdominal mass, external fistula, and internal 
fistula (16.8 to 18.1 per cent); gastrointestinal bleed- 
ing (8.9 per cent); acute perforation (2.9 per cent); 
and acute abdominal pain (2.6 per cent). Anorectal 
problems, such as fistula in ano, anal fissure, or peri- 
rectal abscess, were associated with regional enteritis 
in 17.8 per cent of the patients. These conditions did 
not respond satisfactorily to local treatment until the 
primary disease had been controlled. Fifty-five per 
cent of the group had undergone surgery prior to their 
treatment at the clinic, appendectomy being the most 
frequently performed operation. More than one- 
fourth of the patients in whom the appendix had not 
been removed were found to have a fecal fistula when 
first examined. Short-circuiting procedures were per- 
formed in 7.2 per cent of the total group, but more 
than half of these subsequently required resections. 
Radical extirpation of the disease process was carried 
out in 91.1 per cent of 304 surgically treated patients. 

The authors conclude that radical resection of the 
organs involved in regional enteritis offers a good 
chance for recovery with a minimal operative risk. 
Even those patients who require a second or third 
resection have a better than 50 per cent chance of 
remaining well. — Wayne F. Cameron, M.D. 


Benign Lesions of the Cecum Simulating Carcinoma. 
M, WittiAM H. ReEMine, OLIVER 
H. Beaurs, and Harotp H. Scupamore. 7. Am. M. 
Ass., 1960, 172: 1465. 


‘THE AUTHORS present 27 cases of benign lesions of the 
cecum to illustrate the problems of differential diag- 
nosis and treatment. Abscess formed after perforation 
of the appendix was the commonest benign lesion 
simulating carcinoma of the cecum. All patients had a 
history of pain in the right lower quadrant, and 7 of the 
8 had a palpable mass in this region. Other benign 
lesions simulating carcinoma included regional en- 
teritis, lipoma, tuberculosis, perityphlitis, mucocele of 
the appendix, inverted appendiceal stump, actinomy- 
cosis of the cecum, and hypertrophic mucosal fold. 


Clinically, a diagnosis of definite or probable carcinoma 
was made in 16 cases and a diagnosis of possible 
carcinoma in 11 cases. The roentgenologist was more 
accurate, with a diagnosis of probable or definite 
carcinoma 12 times, possible carcinoma 8 times, and 
benign carcinoma twice. No roentgenographic study 
was made in 5 patients. 

All 5 lipomas in this study caused intussusception. 
The roentgenologist is often able to give evidence of 
benign cecal disease due to lipoma, because of the 
radiolucent nature of fat. 

Surgical exploration is recommended whenever 
doubt exists about the malignancy of the lesion. 

—Lloyd D. MacLean, M.D, 


Gastrostomy in Colon Surgery. Donatp M. Ga tta- 
GHER. Dis. Colon & Rectum, 1960, 3: 33. 


THE AUTHOR BELIEVES that gastrostomy is a simple, 
effective means of prevention and treatment of 
adynamic ileus. It is well tolerated by the patient 
and is not accompanied by excessive loss of fluid. 
It does allow swallowed air to escape. There is a 
smaller incidence of respiratory difficulty and no 
nasolaryngeal and esophageal irritation as when 
nasogastric tubes are used. However, in the prevention 
of gaseous distention it is no substitute for good 
anesthesia, gentle handling and protection of tissues, 
and proper feeding during the postoperative period. 
It is not advocated as a routine measure but should 
be considered in cases in which extensive surgical 
procedures on the colon are indicated or when the 
surgeon knows that his patient is overly anxious and 
is an air swallower. 

The author has employed gastrostomy in diver- 
ticulitis with general peritonitis, resection of the left 
and right colon, resection of the ileum, colectomy, 
volvulus, and in colotomy with multiple polypectomy. 

—Robert Turell, M.D. 


Diverticular Disease of the Colon with Hemorrhage. 
WituiaM C. Quinn. Am. Surgeon, 1960, 26: 171. 


HEMORRHAGE is an important complication of diver- 
ticular disease of the colon; 78 such cases were col- 
lected from the records of the Charity Hospital in New 
Orleans, Louisiana during the past 15 years. These 
required a total of 117 admissions, which represented 
almost 50 per cent of the admissions for complications 
of diverticulosis or diverticulitis. 

With the ever-increasing life expectancy the inci- 
dence of hemorrhage as a complication of this disease 
will probably increase. This complication is rare in 
persons younger than 50 years. 

In only approximately one-fourth of the patients in 
this series could diverticulitis be demonstrated on 
roentgenographic or pathologic examination. 

In most patients, bleeding can be controlled by 
transfusions, rest, sedation, antibiotics and subsequent 
bland or low residue diet. This conservative regimen 
was unsuccessful in 8 patients in the present series (10 
per cent). 

Surgical treatment may be indicated in patients 
with uncontrolled hemorrhage or frequent recurrent 
hemorrhages, or in those in whom carcinoma cannot 
be excluded as a cause of bleeding. 

—Harold Laufman, M.D. 
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Bleeding in Diverticular Disease of the Colon. FRAN- 

cis J. Burns. South. M. 7., 1960, 53: 312. 

In THIs stuDY from the Department of Surgery, St. 
Louis University School of Medicine, St. Louis, Mis- 
souri, the author analyzed 118 cases of diverticular 
disease of the colon. Gross bleeding by rectum was 
present in 48 patients or 39 per cent. An operation 
was performed on 21 of these patients. A colon resec- 
tion was performed in 19 instances and in the remain- 
ing 2 a polypoid tumor was removed through a 
sigmoidoscope. Adenomatous polyps were found in 9 
patients—4 had microscopic malignant lesions in the 
polyps—adenocarcinoma in 7 patients, and diverticu- 
lar disease only in 5 patients. A history typical of 
diverticulitis was present in only 10 of these patients. 
Severe bleeding was present in 12. Ten of these 
patients were treated conservatively, and bleeding 
ceased in every case. Two patients were operated upon 
and found to have diverticular disease. In 6 patients 
not operated on, the bleeding could have been due to 
internal hemorrhoids. 

Of the 21 patients operated upon, the diagnosis of 
neoplasm was established in 16. In 10 patients the 
diagnosis was made by sigmoidoscopy, in 3 by roent- 
genogram, and in 3 at the time of the operation. 
Therefore, a neoplasm proved to be the source of 
bleeding in 80 per cent of the patients operated upon. 
A roentgenographic examination of the colon, usually 
by the double contrast method, was made in every 
instance. 

The author believes that persistent, gross bleeding 
should be considered an indication for operation in 
diverticular disease because, from the experience of 
this small group presented, neoplastic disease is the 
cause of the bleeding in the majority of instances. 

— Bernard C. Gerber, M.D. 


Spontaneous Rupture of the Normal Colon. WiLL1AM 
E. DeEMut, JR. Arch. Surg., 1960, 80: 445. 


SPONTANEOUS RUPTURE of the normal colon is rare, 
unlike the perforation associated with ulcerative co- 
litis, carcinoma, and diverticulitis which occurs rather 
frequently. References to spontaneous rupture consist 
mainly of single case reports, and these indicate that 
the condition may be associated with exertion, strain- 
ing against a closed glottis, or may even occur during 
sleep. No spontaneous ruptures of the normal colon 
have been reported in females or in children. 

The case cited in this article concerns an entirely 
well 60 year old male who sustained a tear 2.5 cm. in 
length and 4 cm. above the peritoneal reflection in the 
anterior wall of the rectosigmoid. The patient had 
been pushing his stalled automobile when he felt a 
sensation of something giving way in his abdomen. 
This sensation was followed by increasingly severe 
abdominal pain. The patient’s recovery was complete 
after primary repair of the colonic rent and drainage 
of the pelvis. —John F. Bergan, M.D. 


The ousting: of Chronic Ulcerative Colitis 


and Its Pathogenic Implications. Mosue B. GoLp- 
GRABER, JOSEPH B. KirsNER and WALTER L. PALMER. 
Gastroenterology, 1960, 38: 596. 


THE AUTHORS present a study of 820 patients with 
ulcerative colitis from the University of Chicago in an 
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attempt to correlate the clinical findings with the his- 
topathologic data. Of these patients, 124 had bowel 
operation or autopsy or both. 

Ninety underwent bowel operation for their disease 
and of these 35 subsequently had an autopsy. At the 
time of death 68 per cent of the patients had had 
symptoms of the disease for more than 4 years. 
Proctoscopy disclosed the presence of the disease in 
109 of 112 patients examined. It was noted that there 
was a lack of correlation between the duration of 
symptoms and severity or extent of the disease. 

Ulceration was found in 85 per cent of the cases and 
pseudopolyps in 65 per cent, whereas cryptitis was 
found in only 20 per cent. Granulomas with some 
giant cells were found in 40 per cent of the cases. 
These had various positions and some exfoliated giant 
cells have even been found in colonic washings. 

Tissue eosinophilia correlated well with granuloma 
formation and was seen in 40 per cent of the cases, 
while fistulas, sinuses, and abscesses were present in 
only 15 per cent. Muscular atrophy was seen in 23 
per cent and seems to be an end result of past severe 
damage. Buried epithelium has been implicated in 
the development of malignancy and was present in 
26 per cent of the cases. Adenoma was found in 26 
per cent of the patients, carcinoma in 19 per cent, 
and perforation in 10 per cent. 

Vasculitis was seen in only 1 case and does not seem 
to be important in ulcerative colitis. The frequent 
presence of granulomas in this disease and the pres- 
ence of vascular thrombosis, lymphatic dilatation, and 
perivascular infiltrates is compatible with a hyper- 
immune mechanism. —David E. Hallstrand, M.D. 


Emergency Cecostomy in Ulcerative Colitis with 
Acute Toxic Dilatation. SamueL H. Kien, STANLEY 
EDELMAN, Paut A. KirscHNER, ALBERT S. Lyons, and 
Ivan D. Baronorsky. Surgery, 1960, 47: 399. 


ONE OF THE COMPLICATIONS of nonspecific ulcerative 
colitis is segmental or universal dilatation of the dis- 
eased colon. The reported cases are few, but the clin- 
ical picture of extreme dilatation of the large bowel 
and occasional distention of the small bowel, com- 
bined with severe general toxicity, fever, and leuco- 
cytosis is clear. Diarrhea may persist or increase. The 
abdomen is silent, and perforation may be imminent. 

Conservative management, even with the recent 
advent of steroid therapy, has been fraught with dan- 
ger, and attempts at colectomy and ileostomy in the 
cases reported have always been followed by severe 
postoperative complications. 

Three cases are reported of patients in whom 
cecostomy has been used, and these patients have 
all improved. The end results cannot be evaluated, 
but at least these patients are cared for over their 
acute episode and may be managed by the more usual 
methods at a later time. In selected cases, ileostomy 
can be performed at the same time, thus avoiding 
two procedures. —Harold M. Unger, M.D. 


Sexual Function Following Surgery for Ulcerative 
Colitis, MicHarL J. Donovan and Epwarp T. 
O’Hara. N. England J. M., 1960, 262: 719. 


THE STANDARD SURGICAL TREATMENT Of ulcerative 
colitis is total colectomy with removal of the rectum 
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in one or more stages. Because this disease occurs 
most frequently in young adults, it is important to 
know whether removal of the rectum seriously inter- 
feres with sexual function in the male. 

The authors made a study from 1952 to 1956 of 21 
patients. Nineteen of the 21 were interviewed and 
examined personally, and detailed information was 
obtained from these patients regarding difficulties in 
initiating and maintaining erection, change in ejacu- 
latory function, and frequency of intercourse. All of 
these processes of their sexual life are compared with 
the preoperative status. 

In only 2 of the 21 patients was any difficulty 
noted. One of the 2 had a resection of the rectum in- 
cluding lymphatic drainage for what was thought to 
be a neoplasm and this patient remained permanently 
impotent. The second patient noted difficulty for one 
year in maintaining erection. This difficulty has not 
persisted, and the patient has fathered another off- 
spring. Ten of the remaining patients noted no 
change postoperatively, and 9 noted improvement in 
sexual activity. 

On the basis of this study, the authors conclude 
that abdominal perineal resection of the rectum for 
ulcerative colitis in young men, when the dissection 
remains close to the rectum, causes no permanent 
sexual dysfunction and only rarely. results in tempo- 
rary dysfunction. —Gordon F, Madding, M.D. 


Immediate and Late Results of Anal Ileostomy After 
Total Proctocolectomy for Ulcerative Colitis, DAHER 
E. Curarr and José FERNANDES Pontes. Dis. Colon @ 
Rectum, 1960, 3: 42. 


ANAL ILEOSTOMY was performed on 5 patients after 
they had undergone total proctocolectomy. Four pa- 
tients were followed up for several years. The authors’ 
experience with these cases and this controversial 
operation is reported in some detail. They do not 
advise anal ileostomy after performance of total proc- 
tocolectomy as a routine procedure in the surgical 
management of ulcerative colitis. As a result of their 
personal experience, they believe that anal ileostomy 
deserves a trial in certain selected cases. The decision 
to perform the ileum pull-through operation can be 
made only at the operating table after the abdomen 
has been opened. If the ileum is enlarged and thick- 
ened and the mesoileum is sufficiently long and mo- 
bile to permit performance of the ileum pull-through 
procedure, the operation may be performed. How- 
ever, if the ileum does not present these advantages, 
the operation should not be performed. 

The capacity of the ileum to take over functions of 
the removed colon is known as colonization of the 
ileum. Usually it takes place some months after per- 
formance of ileostomy. This means that anal ileostomy 
must never be attempted until some months have 
elapsed after the performance of abdominal ileostomy. 

The authors believe that if these simple rules are 
followed it should be possible to achieve better résults 
with the operation than those obtained thus far. They 
believe that this operation still deserves a trial in the 
treatment of ulcerative colitis when it is desirable to 
avoid the establishment of a permanent abdominal 
ileac stoma. It is hoped that as the surgical procedure 
is improved and, of equal importance, as more knowl- 


edge is gained about the physiologic and pathologic 
problems, better results will be forthcoming. 
—Robert Turell, M.D. 


Treatment of Anorectal Malignant Melanoma, 
Georce T. Pack and Francisco G. Martins. Dis, 
Colon & Rectum, 1960, 3: 15. 


AN ANORECTAL MELANOMA usually occurs in the 
mucocutaneous junction or at the anal verge. In all 
instances, it can be either palpated or visualized. Its 
most common location is on the posterior wall of 
the anal canal. The gross appearance and symptoms 
are not pathognomonic; hence the tumor may be 
mistaken for a thrombosed hemorrhoid, especially 
if it is deeply pigmented. The purplish-red, bleeding 
mass may simulate hemorrhoids sufficiently to result 
in hemorrhoidectomy; the denouement comes with 
the microscopic study after operation. The protruding 
mass may have prolapsed through the anal orifice, 
probably the most frequent sign. Melanomas are 
usually pigmented, dark brown or black, but at 
least one third are amelanotic, which contributes 
to the confusion. 

The authors believe that it is a serious mistake to 
perform conservative local excision for melanomas of 
the anorectal canal. The average patient with 
anorectal melanoma observed by the authors had 
already had a conservative local operation. Because 
the anorectal melanoma tends to recur locally and 
to metastasize to regional lymph nodes with great 
frequency, it is imperative for every surgeon treating 
this tumor to apply radical surgical principles. The 
operation consists of a one-stage abdominoperineal 
rectal resection, pelvic lymph node dissection, and 
bilateral dissection of inguinal and femoral nodes 
in continuity with the anus, by removal of a wide 
strip of skin, subcutaneous tissue, and fascia between 
the groins and the perineum. Objections have been 
made to this extensive and time-consuming operation 
because of the ever present possibility of blood-borne 
metastasis. If present, it would nullify all efforts and 
the patient would, therefore, be subjected to an un- 
necessary ordeal. Under ordinary conditions, the 
two-stage operation is not the procedure of choice. 

—Robert Turell, M.D. 


Anal Atresia Combined with Aganglionic "Mega- 
colon. K. V. PARKKULAINEN, Lars HjEtt, and Martti 
SutaMaAA. Acta chir. scand., 1960, 118: 252. 


DespirE improved techniques for the treatment of anal 
atresia, the results obtained are still far from satis- 
factory. Complications from associated anomalies and 
partly from operative procedures are frequent. 
Secondary megacolon is one of the most usual com- 
plications due to postoperative anal stricture. The 
authors, in contrast to Swenson, have found the ab- 
sence of ganglionic cells from the submucous and intra- 
mural ganglia in a surprisingly high number of cases. 
Aganglionosis was deemed to be present only in cases 
in which the biopsy specimen or the resected operative 
specimen showed at least a short segment with total 
absence of ganglion cells. It is still the common opinion 
of authors such as Ravitch and Swenson that Hirsch- 
sprung’s disease does not coexist with anal atresia. 
Secondary megacolon caused by anal stricture is com- 
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mon. These authors found that in 10 of 16 cases biopsy 
of the dilated colon revealed absence of ganglion cells. 
By resection of these segments of aganglionosis, con- 
stipation was relieved, and it is the authors’ opinion 
that the routine use of an abdominoperineal pull- 
through type of operation in all cases of high anal 
atresia in women should be recommended. 
—Harold M. Unger, M.D. 


LIVER, BILIARY SYSTEM, AND PANCREAS 


Effect of Pituitrin on Hypertension of the Portal 
System (Action de la pituitrine sur hypertension du 
systéme portal). D. A. ZaMBouras, M. FRANGOPOULOs, 
K. Kyriaxou, and P. Karaxonas. Presse méd., 1960, 
68: 481. 


Tue AUTHORS, of the Surgical Department of the 
Queen Frederika Hospital in Piraeus, Greece, report 
on the influence of pituitrin on the pressure within the 
portal system. 

In a group of 10 dogs the portal vein, a portion of 
the inferior vena cava, and a portion of the abdominal 
aorta were visualized after laparotomy, and the arte- 
rial, the venous, and the portal vein pressure were de- 
termined. Then pituitrin was injected intravenously 
and the measurements of the pressure were repeated. 
In 3 of the animals the portal vein was ligated before 
injection of the pituitrin. 

In 5 patients suffering from Banti’s syndrome or 
other forms of megalosplenia 10 units of pituitrin were 
injected intravenously, and the intrasplenic pressure 
was determined by electromanometry before and after 
the injection. 

The authors arrive at the conclusion that the intra- 
venous injection of pituitrin causes a marked drop of 
pressure in the portal system, especially in those cases 
in which a pathologic hypertension of the portal sys- 
tem is present. The general arterial and venous pres- 
sure is not changed significantly by the pituitrin. The 
authors assume that the marked drop in pressure is 
caused by angiospasm which diminishes the influx of 
blood to the portal system. 

These observations are of great clinical importance 
in cases of acute hemorrhage from esophageal varices. 
Although the hemostatic effect of pituitrin injection is 
only temporary, valuable time is gained and unneces- 
sary loss of blood is prevented before more radical 
treatment can be started. The pituitrin injection can 
be repeated without harm if necessary. 

Because of its angiospastic properties pituitrin is 
contraindicated in cases of coronary insufficiency. The 
authors observed 1 case in which the pituitrin injec- 
tion produced an attack of angina pectoris. 

— Werner M. Solmitz, M.D. 


Systemic Absorption of Orally Administered Neomy- 
cin in Liver Disease. PETER M. Last and SHEILA 
Suertock. WV. England 7. M., 1960, 262: 385. 


Neomycin administered parenterally has been found 
to result in a high incidence of toxic reactions, affect- 
ing particularly the kidney and the eighth nerve. 
However, it has been thought that significant absorp- 
tion does not follow oral administration, and the drug 
has been widely used in preoperative bowel steriliza- 
tion and in the treatment of hepatic coma. The 
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authors present a study of 27 patients with cirrhosis 
who were given neomycin by mouth. Serum samples 
from these patients were assayed on 54 occasions for 
evidence of circulating neomycin. 

Thirteen of the 27 patients studied had severe liver 
failure and blood levels of 0.15 wgm./ml. or higher 
were found in 7 of them, 6 of whom died. Five of the 
remaining 6 patients also died. Detectable amounts of 
neomycin were found on 11 occasions in the 38 serum 
samples tested in this group, and the amount ranged 
from 0.15 to 40 ywgm./ml. In the other 20 patients 
neomycin could not be detected. The drug was 
administered for periods of 30 to 140 days and the 
total dose ranged from 18 to 560 gm. The develop- 
ment of detectable amounts in the blood could not be 
correlated with the total dose of drug or duration of 
therapy. 

In the 10 patients examined at autopsy there was no 
suggestion that the drug had produced additional 
hepatic damage. 

Patients in whom liver function is seriously im- 
paired, particularly those with jaundice, often show 
associated renal failure. Seven of the 13 patients with 
severe hepatic failure had evidence of absorption of 
neomycin by assay of serum samples. In 5 of these 
renal failure was not unusually pronounced. In a sixth 
patient a high level of circulating neomycin, 20 to 40 
pvgm./ml., was found. 

The authors state that neomycin has been of great 
value in the treatment of patients with hepatic failure, 
and that the benefits of this therapy far outweigh the 
hazards. High doses should not be used, however, in 
patients with impaired renal function. Adequate 
clinical response will usually be found with doses of 
3 to 4 gm. daily. Such patients should be closely 
observed for evidence of impaired auditory acuity or 
impaired renal function. 

—E. Thomas Boles, Fr., M.D. 


Recent Experience with Gastrointestinal Hemorrhage 
Complicating Severe Liver Disease. E. 
and C. Stuart WE N. York State 7. M., 1960, 
60: 834. 


ONE OF THE CHIEF FACTORS that determines mortality 
from massive upper gastrointestinal hemorrhage from 
any source is the degree of reserve of hepatic function. 
The authors report a series of 47 patients with cirrhosis 
seen at Albany Medical College because of massive 
hematemesis. Their therapeutic approach emphasized 
three major points: (1) stopping the hemorrhage; (2) 
preventing ammonia intoxication; and (3) detoxifying 
ammonia if intoxication occurs. 

Prompt esophageal tamponade with the Sengstaken- 
Blakemore tube was the mainstay of hemostasis and 
was utilized in all 47 patients. Nine patients with re- 
current hemorrhage after removal of the Sengstaken- 
Blakemore tube were subjected to transabdominal 
ligation of varices. Although the latter procedure was 
successful in preventing hemorrhage, only 2 patients 
made a successful recovery. It was possible to perform 
portacaval shunt in 19 patients with a good result in 
16 patients. 

The prevention of ammonia intoxication was based 
on prompt removal of blood from the bowel and 
elimination of enteric bacteria. Once the Sengstaken- 
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Blakemore tube was in place, gastric lavage was per- 
formed both to remove blood from the stomach and to 
test the adequacy of hemostasis. If hemostasis was se- 
cured, a laxative such as milk of magnesia was given 
hourly until a movement took place and enemas were 
administered. Neomycin was given after the bowel 
was cleansed. 

A diagnosis of ammonia intoxication was made when 
neurologic abnormalities were noted and associated 
with a blood ammonia concentration of over 100 
mcegm. per cent. Glutamate was administered intra- 
venously, and in three instances when ammonia in- 
toxication appeared overwhelming, ammonia was re- 
moved from the blood by hemodialysis. Recovery from 
hepatic coma was determined mainly by whether or 
not the hemorrhage could be controlled. Recovery 
from coma occurred in all but 2 of the 26 episodes of 
coma during which hemorrhage could be controlled, 
and death in coma occurred in each of the 8 patients 
in whom hemorrhage was not stopped. There were 30 
deaths in this group of 47 patients, and the authors 
conclude that this high mortality is due to the inability 
to prevent recurrent hemorrhage in patients who are 
poor operative risks, namely those with marked jaun- 
dice and ascites. 

This continuing high mortality, despite progress in 
understanding liver disease, suggests the need for a 
fresh approach to the problem. In this regard, these 
questions deserve further investigation, according to 
the authors. First, in the cirrhotic patient with portal 
hypertension and clearly progressive cirrhosis, should a 
prophylactic portacaval shunt be performed at some 
point prior to the late stage of the disease when the 
patient cannot withstand operation? Second, in the 
cirrhotic patient, does portal hypertension magnify the 
danger of hemorrhage from peptic ulcer or gastritis, 
and would portacaval shunt diminish this danger? 
Third, in patients with cirrhosis, portal hypertension, 
and ascites, how is the role of portacaval shunt in the 
management of liver disease modified by the recent 
demonstration of increased salt tolerance after side-to- 
side shunt? —Gilbert S. Campbell, M.D. 


A Roentgenologic Study of Gallbladder Evacuation 
Following Nonbiliary Tract Surgery. HERsert D. 
GuLuick. Ann. Surg., 1960, 151: 403. 


THE AUTHOR studied the emptying time of the gall- 
bladder in 40 patients subjected to nonbiliary tract 
surgery by following the disappearance of a cholecysto- 
graphic medium, telepaque, which was given to the 
patient the night prior to operation. 

The author noted that the emptying time ranged 
from 3 to 16 days after intra-abdominal surgery and 
from 1 to 10 days after extra-abdominal surgery. He 
further observed that gallbladder evacuation was pri- 
marily related to the resumption of food intake with 
the production of cholecystokinin and was not in- 
hibited by surgical trauma. Emptying time was not 
influenced by the age of the patient, magnitude of 
surgery, peritoneal irritation, narcotics, or intestinal 
peristalsis. 

As a result of this study, the author concludes that 
motor inactivity of the gallbladder during the post- 
operative period, with biliary stasis and obstruction of 
the cystic duct with inspissated material from the gall- 


bladder on resumption of food intake, appears to be a 
reasonable explanation of the mechanism for the pro- 
duction of postoperative acute cholecystitis. 

—john F. Hudock, M.D. 


Internal Anastomoses in Gallbladder Operations (Die 
inneren Anastomosen bei Gallenoperationen). W, 
Eseuine. Zbl. Chir., Leipzig, 1959, 84: 2028. 


THE AUTHOR has reviewed the literature on various 
gallbladder operations and reports 113 cases. Of these, 
19 were cases of carcinoma of the head of the pancreas 
and had a high mortality rate. 

For years there has been a great deal of discussion 
over the question of the indications for gallbladder 
operation. There are methods and managements for 
various types of operations. Among many, the bile 
duct-duodenum opening holds first place. 

—Miriam Miller, M.D. 


Surgical Indications in Cholelithiasis; Prophylactic 
Cholecystectomy Elucidated on the Basis of Long 
Term Follow-Up on 526 Nonoperated Cases. JORGEN 
Lunp. Ann. Surg., 1960, 151: 153. 


IN THIS SIGNIFICANT sTUDY the author provides data 
to demonstrate that elective cholecystectomy offers 
a better prognosis for life and comfort to the patient 
who knows he has gallstones than does nonoperative 
therapy. In a group of 526 patients with gallstone 
disease who were not operative cases to begin with it 
was noted that: (1) one-third to one-half of the pa- 
tients subsequently had severe symptoms referable to 
their stones, true in the group of patients who were 
free of symptoms when their stones were found as well 
as in the rest; and (2) there was a mortality rate of 
2.7 per cent. 

The mortality risk for elective cholecystectomy in 
the years which precede the complicated illnesses 
certainly is lower than 2.7 per cent. For that reason 
the author suggests that gallstones constitute an indi- 
cation for cholecystectomy even in the absence of 
symptoms. The risk of carcinoma of the gallbladder, 
per se, does not indicate prophylactic cholecystecto- 
my, but it intensifies the operative indication. 

—Leonard D. Rosenman, M.D. 


Primary Carcinoma of the Gallbladder. Geratp O. 
Srravuon. Surgery, 1960, 47: 368. 


THE AUTHOR HAS REVIEWED the cases of 70 patients 
with proved primary carcinoma of the gallbladder ad- 
mitted to the Rhode Island Hospital, Providence, 
Rhode Island, between the years 1948 and 1958, in- 
clusive. A cumulative analysis of cases published 
during the last 10 years in the American literature is 
also included. 

Although the incidence of carcinoma of the gall- 
bladder is relatively small in relation to all hospital 
admissions or by comparison with all other malignant 
lesions, it is important to remember that between 
6,000 and 7,000 persons die of carcinoma of the gall- 
bladder in the United States during a representative 

ear. 
" The diagnosis of gallbladder carcinoma is usually 
unsuspected; in the author’s series of 64 patients oper- 
ated upon, it was seriously considered in only 8, or 
13 per cent, of the patients. 


Pathologically, the disease is divided into four major 
types, although adenocarcinoma accounts for over 85 

r cent of the entire group. The others—undifferenti- 
ated carcinoma, squamous cell carcinoma, and adeno- 
acanthoma—are relatively uncommon. Spread is 
quite similar in all cases and is principally via regional 
lymphatics and by direct extension into the liver bed. 
Intra-abdominal carcinomatosis is the final stage. 

The treatment of this disease is very unsatisfactory. 
All attempts to extend the limits of resection in known 
cases have been unrewarding. In the past, the only 
cases in which a hope for cure was entertained were 
those in which the lesion was an incidental finding 
during cholecystectomy. However, even under these 
circumstances the 5 year survival rate is extremely 
low. Three of 70 of the author’s patients have lived 
for more than 2 years and only 1 of these has lived 
longer than 5 years, 

A plea is made for prophylactic cholecystectomy in 
all patients with a nonfunctioning gallbladder or with 
symptomatic or asymptomatic cholelithiasis. 

—Harvey N. Lippman, M.D. 


Primary Carcinoma of the Cystic Duct. Jacos Rasino- 
vitcH, Myron ARLEN, Davip GRAyYZEL, MARVIN 
Roperts, and Puineas RasinovircH. Arch. Surg., 
1960, 80: 424. 


PRIMARY CARCINOMA Of the cystic duct is rare, and a 
close study of the few cases in the literature casts doubt 
on the authenticity of some of them. 

Criteria for making this diagnosis must be strict and 
should include the following features: (1) the lesion 
must exhibit the characteristic histologic appearance 
of carcinoma of the cystic duct; (2) the malignant 
process must be localized to the narrowly circum- 
scribed area of the cystic duct; and (3) the gallbladder, 
hepatic ducts, and common bile duct must be free of 
cancer. 

Two cases are presented. In 1 patient a dilated gall- 
bladder containing stones was found at operation. 
The cystic duct showed histologic changes termed 
parietal sacculi in addition to an adenocarcinoma 
which was limited to that structure. The patient died 
after operation, and autopsy revealed no other carci- 
noma. In the second case gallstones were also present 
as was a 0.5 cm. enlargement of the cystic duct which 
later proved to be a carcinoma. In both cases acute 
inflammatory changes were present. 

Symptoms of carcinoma of the cystic duct are 
dominated by the picture of acute cholecystitis which 
may result from ductal obstruction by tumor. Cure 
may be expected after extirpation of the early lesion. 

—John 7. Bergan, M.D. 


Choledochoduodenostomy (Indikation und Resultate 
der Choledochoduodenostomie). A. L. Meter, B. 
ScHWEINGRUBER, and K. Mernarpus. Helvet. chir. acta, 
1959, 26: 516. 


THE CHIEF INDICATIONS for transduodenal sphincter- 
otomy, which in itself carries inherent risks, are for 
stones impacted in the papilla and as an exploratory 
approach for tumors of the same region. This report 
concerns 93 choledochoduodenostomies performed 
from 1953 to 1958 in a group of 1,370 patients who 
had operations on the biliary system. 


SURGERY OF THE ABDOMEN 153 


Primary or secondary papillitis was the primary 
indication for choledochoduodenostomy in the ma- 
jority of patients, 54; secondary stenosing papillitis 
and sclerosis of the sphincter after operations on the 
gallbladder were the indications in 13 patients; and 
chronic pancreatitic stenosis of the common duct, 
common duct stones, and tumors and stenoses after 
gastric resection were the indications in the rest of the 
patients. 

Early postoperative complications after choledocho- 
duodenostomy included transient biliary fistulas in 3 
patients, wound infections in 3, and colicky pain in 1. 
Cholangitis, pancreatitis, and icterus were not ob- 
served. Four patients died; the causes of death were 
heart failure, pulmonary emboli, bleeding due to anti- 
coagulants, and carcinomatosis. 

Seventy-seven patients were followed up for 1 to 7 
years. Roentgenographic evaluation was made in 50 
patients. Good patency of the anastomosis was dem- 
onstrated roentgenographically in all cases. Sixty-six 
patients remained asymptomatic; only 5 had minimal 
digestive difficulties; 3 patients suffered from biliary 
colic; 1 from cholangitis; and 2 from pancreatitis. 
Four patients, 62 to 79 years of age, who died 1.25 to 
1.5 years postoperatively had recurrent episodes of 
cholangitis. 

Stenosing papillary sclerosis and compression of the 
common duct due to pancreatitis is the primary indi- 
cation for choledochoduodenostomy. The prognosis is 
excellent unless the patient is debilitated. In patients 
with incarcerated stones at the papilla of Vater, 
which are impossible to remove through a choledoch- 
otomy, an attempt at extraction should be made via 
a duodenostomy and sphincterotomy. Removal of a 
stone under such circumstances may improve pancre- 
atic drainage and avoid development of pancreatitis. 

Choledochoduodenostomy should always be ac- 
companied by a cholecystectomy. Duodenal reflux 
will otherwise commonly produce a_ purulent 
cholecystitis. —Karel B. Absolon, M.D. 


Vaterotomy (La vatérotomie). Cu. Henry. Acta gas- 
troenter. belg., 1959, 22: 649. 


THE AUTHOR prefers the term vaterotomy to sphinc- 
terotomy or papillotomy. Vaterotomy is carried out 
through the transduodenal route, allowing visualiza- 
tion of the ampulla for control of hemorrhage and 
diagnosis of local tumors. Among 55 cases of trans- 
duodenal vaterotomy 42 operations were for biliary 
calculi and 13 for inflammation of the ampulla. 

The duodenal loop and head of the pancreas are 
widely mobilized. A 6 mm. sound is passed through 
the stump of the cystic duct or through a choledochot- 
omy in the retroduodenal portion. Opposite the pa- 
pilla the duodenum is opened through a 1 cm. incision. 
The papilla is incised with cautery so that the dilator 
can pass easily into the duodenum. Bleeding points 
are tied with catgut. Whenever possible, the author 
drains neither the ampullary region nor the common 
duct. 

Long term results were excellent and without com- 
plication. Vaterotomy is considered a more benign 
procedure than the classical, blind dilatation of the 
common duct. All stones can be removed with cer- 
tainty. Polyps and benign tumors can be treated. Ex- 
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ternal drainage of the biliary tract is unnecessary since 
vaterotomy assures adequate internal drainage. If ac- 
cess to the biliary tree is available through the cystic 
duct, as it most commonly is, the common and hepatic 
ducts can be thoroughly explored from the opened 
ampulla without the performance of a choledochot- 
omy. —John H. Wulsin, M.D. 


Myocardial Circulation and the Biliary Tract; Ex- 
perimental Observations Using the Electropolaro- 
graph. Lioyp S. Rocers, Francis S. Cariva, Ru- 
DOLPH NAPoDANO, Tony Pompo, and Ricuarp H. 
Lyons. Surgery, 1960, 47: 353. 


THE INTERRELATIONSHIP between myocardial circula- 
tion and the biliary tract, long considered a fact by 
many authors and investigators, has been carefully 
studied by means of the electropolarograph, an instru- 
ment which is designed to measure variations in 
oxygen tension. Utilizing the dog as the experimental 
animal, the authors have designed a preparation in 
which the heart is exposed and platinum electrodes 
are placed in the myocardium; the abdomen is 
opened and the gallbladder and common bile duct 
are visualized. The biliary tract is then subjected to a 
number of maneuvers which provide a variety of 
afferent vagal stimuli, and the effect upon the myo- 
cardial circulation is recorded in terms of the varia- 
tions in oxygen tension—the reasonable assumption 
being that these two variables are directly related. 

A second preparation was also studied in which the 
blood pressure and pulse rate were maintained at con- 
stant values. In both instances, the authors were 
unable to show that distention or trauma of the gall- 
bladder and biliary tract would produce any signifi- 
cant change in the myocardial tissue oxygen inde- 
pendent of any change in the blood pressure or pulse. 
They conclude that the coronary artery flow is 
unaffected by these maneuvers, and serious doubt is 
thus cast on the existence of a viscerovagal-coronary 
constrictor mechanism—at least in the anesthetized 
dog. It is suggested that biliary tract surgery is not 
justified if undertaken solely because of angina or 
myocardial insufficiency. 

One may also conclude from this study, however, 
that, if the blood pressure and heart rate are con- 
trolled, one may operate upon the biliary tract of such 
patients with relative safety in the knowledge that 
untoward myocardial circulatory changes will not 
occur. —Harvey N. Lippman, M.D. 


Spontaneous Biliary Fistula (Fistole bilio-digestive 
spontanee). ARTURO Branco and Mario SMAREGLIA. 
Ann, ital. chir., 1959, 36: 823. 


THE AUTHORS report 22 cases of biliary fistula ob- 
served at the Surgical Clinic of the University of 
Rome, Italy during the past 10 years. 

Nine fistulas originated in the biliary system, 6 
arose from duodenal ulcers, 5 from combined duode- 
nal ulcer and biliary lithiasis, and 2 cases of ileus were 
secondary to gallstones. 

Twenty patients were operated upon and 2 were 
treated medically. The results were considered good. 
There was 1 death, a 72 year old patient who died on 
the fourth day from circulatory failure. A description 
of all the cases is presented and diagrams are used to 


illustrate the various findings. The operative pro- 
cedure performed depended upon the findings pres- 
ent. In older patients in whom the fistula does not 
produce marked discomfort a medical regimen is 
recommended. If the fistula is symptomatic, surgery is 
performed. All young people should have surgical 
correction. —Lucian F. Fronduti, M.D. 


Congenital Biliary Atresia—I, Analysis of 30 Cases 
with Particular Reference to the Diagnosis; —II, 
Analysis of the Therapeutic Problem, L. Jerome 
Krovetz. Surgery, 1960, 47: 453, 468. 


CONGENITAL BILIARY ATRESIA may best be diagnosed 
by an astute clinician and accurate clinical laboratory 
data. There is no way to distinguish between the 
other causes of neonatal obstructive jaundice and, 
therefore, the surgeon and often the pathologist must 
make the final diagnosis. A long period of observation 
helps to confirm the diagnosis. 

Twenty-eight patients with obstructive jaundice 
were proved to have extrahepatic biliary atresia. Two 
patients were found to have intrahepatic biliary 
atresia. Only 2 patients in the entire series had an 
extrahepatic atresia amenable to operation. One of 
these patients died, and in the other the presence of a 
duct was not recognized at the time of the operation. 
This is in agreement with other estimates that only 
5 per cent of children with biliary atresia may be 
cured. This disorder must be differentiated from 
erythroblastosis fetalis, sepsis, syphilis, and physiologic 
jaundice. Thus, time tends to help in distinguishing 
between the different conditions. Atresia of the bile 
ducts is unlikely in infants who become icteric on the 
day of birth. It usually occurs from a few days to a 
few weeks after birth. About one-third of the patients 
were jaundiced at birth. 

There are instances of spontaneous cure even 
though no extrahepatic bile ducts were found at 
operation. In the event that this is the case, at ex- 
ploration it is advised that the child be observed and 
that at a later date corrective operation be attempted, 
such as hepaticoenterostomy, which may then be suc- 
cessful. —Harold M. Unger, M.D. 


Function of the Sphincter of Oddi and Motility of the 
Small Intestine (Zur Funktion des Sphinkter Oddi 
und der Motilitaet des Duenndarms). J. CHOcHOLAG. 
Fortsch. Roentgenstrahl., 1960, 92: 312. 


THE INFLUENCE of pressure within the common bile 
duct on the motility of the sphincter of Oddi and on 
the motility of the duodenum was studied via T tube 
in patients who had their gallbladders removed, and 
by means of intravenous cholangiography in non- 
surgical patients with hypertonicity of the sphincter 
of Oddi. Motility of the sphincter and of the duode- 
num was recorded on serial roentgenograms taken at 
a frequency of 2 pictures per second. 

Opening of the sphincter of Oddi, observed when 
the common bile duct pressure was gradually in- 
creased to 15 cm. of water, was followed by a period 
of rhythmical opening and closing of the sphincter. 
Contrast medium flowed into the relaxed duodenum. 
Sudden increase in intraductal pressure to 25 to 35 
em. of water disturbed the rhythmic contractions of 
the sphincter. Periods of closure at the ampulla ex- 
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ceeded periods of flow to the duodenum, and retro- 
grade filling of the intrahepatic bile passages oc- 
curred. Spastic contractions of the sphincteric region 
of the duodenum and regurgitation of contrast me- 
dium into the duodenal bulb and into the stomach 
accompanied the contractions of the sphincter of 
Oddi. Patients with hypertonic sphincters who were 
not operated upon and whose common bile ducts 
were sometimes widened to twice the normal, also 
exhibited these hyperactive duodenal contractions. 

Thirty minutes after a barium meal, given together 
with two egg yolks and an oral cholecystographic con- 
trast medium, one normally finds barium in the distal 
ileum. The gallbladder has emptied in varying de- 
gree, and the stomach still retains barium. During the 
next one-half hour, gastric emptying is resumed, 
speed of passage through the small intestine becomes 
more normal, and the gallbladder may again become 
filled. This normal motility pattern is not observed 
in diseases of the liver, gallbladder, or ampulla that 
are associated with disturbances of bile flow into the 
duodenum. Flow of bile into the duodenum, normally 
coordinated with gastric emptying, is important not 
only for proper digestion, but also for proper motor 
function of the small intestine. Motility of the small 
bowel, especially of the duodenum and jejunum, de- 
pends directly on hepatic function and on the proper 
function of the sphincter of Oddi. 

Substances with cholekinetic or choleretic activity 
stimulate small bowel motility more than does bile. 
Morphine decreases motility of the small intestine by 
causing spasm of the sphincter of Oddi and prevent- 
ing bile from reaching the duodenum and by its 
neuromuscular effect on the intestinal wall. Chlor- 
promazine decreases small bowel motility by a direct 
effect on the bowel wall and also by reducing pressure 
in the biliary passages, probably by decreasing the 
secretory function of the liver. It causes no spasm of 
the sphincter. —Elmer V. Dahl, M.D. 


Anatomy and Pathology of the Terminal Common 
Bile Duct with Special Reference to Stenosis of the 
Sphincter of Oddi (Anatomia e patologia do colédoco 
terminal com especial referencia a Odite estenosante). 
FERNANDO PauLino and ANApDIL CAVALCANTI. Rev. 
brasil. cirurg., 1959, 38: 380. 


IN ORDER TO sTUDY the organic lesions of the terminal 
common bile duct and ampulla of Vater, the authors 
made histologic studies of 14 surgical specimens taken 
from that region. In every case there was evidence of 
disease of the biliary tract, as shown by cholangio- 
grams and surgical exploration. To have an exact 
evaluation of the normal structures of the region they 
compared the 14 surgical specimens with 10 specimens 
obtained at autopsy and 2 surgical specimens taken 
from patients without any history of biliary disease. 
Muscle hypertrophy and fibrosis were demon- 
strated in the region of the ampulla of Vater and 
terminal common bile duct in a patient with biliary 
disease in whom it was impossible to insert a No. 3 
dilator into the ostium of the papilla. In 12 specimens 
from patients without biliary disease there were no 
pathologic lesions. The authors include illustrations of 
microscopic sections of both normal and pathologic 
specimens. —AHellmut Matthes, M.D. 
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An Evaluation of the Common Channel as a Factor in 
Pancreatic or Biliary Disease. MARION C. ANDER- 
son, W. Harrison MEunN, and Harotp L. MEtuHop. 
Ann. Surg., 1960, 151: 379. 


IN ORDER to study the common channel concept in 
the production of pancreatitis, the authors formed a 
closed continuous system between the pancreatic and 
biliary tract in 25 dogs by anastomosing a segment of 
the duodenum with the opening of the main pan- 
creatic duct to the fundus of the gallbladder, followed 
at a later date by ligation of the common duct. Diver- 
sion of this obstructed system through the pancreas 
into the intestinal tract was accomplished by a pan- 
creaticoduodenostomy. 

The authors noted in this study that the pressures 
within this system favored the regurgitation of pan- 
creatic juice into the biliary tract rather than the re- 
verse, as suggested by the common channel theory. 
It was noted that pancreatic secretions within the 
biliary tract increased the degree of inflammatory 
changes in the gallbladder and liver when compared 
to changes observed after simple common duct liga- 
tion in control animals. In contrast, microscopic study 
of the pancreas revealed only mild changes. 

Pancreatoduodenostomy with diversion of the ob- 
structed system caused a reversal of the hepatic and 
cholecystic changes but no significant change in the 
pancreas. Therefore, the authors conclude from this 
study that pathologic changes in the liver and biliary 
tract are more significant than those in the pancreas 
when a common channel is produced in a dog. 

— John F. Hudock, M.D. 


Clinical Considerations in Chronic Relapsing Pan- 
creatitis (Zur Klinik der chronisch-rezidivierenden 
Pankreatitis). R. BepAcut. Miinch. med. Wschr., 1960, 
102: 367. 


From 1946 to 1959 the author treated 21 patients with 
acute pancreatitis. The mortality was 66.6 per cent. 
The patients operated upon showed a higher mor- 
tality—75 per cent—than those conservatively han- 
dled—55.5 per cent. When a kallikrein inhibitor, 
trasylol, prepared from various beef organs and an 
inhibitor of trypsin was used in 21 patients from 1957 
to 1959, the total mortality dropped to 19 per cent. 
The surgically treated patients again showed a higher 
mortality—40 per cent—than the medically handled 
patients—12.5 per cent. 

The effect of this medication was rapid: the acute 
abdominal symptoms subsided, the amylase level re- 
turned to normal values, and the symptoms of acute 
inflammation relented. Trasylol did not have any 
effect on late sequellae such as pancreatic cyst forma- 
tion and the development of diabetes mellitus. 

In addition to acute pancreatitis, the author used 
the drug with success in postoperative or traumatic 
pancreatitis and prophylactically in operative pro- 
cedures on the pancreas, stomach, and biliary tract. 
A detailed dosage schedule or side effects, if any, were 
not indicated. —Karel B. Absolon, M.D. 


Annular Pancreas (Pancréas annulaire). I. KAyABALI. 
Lyon chir., 1960, 56: 49. 


THE RARE ANOMALY of annular pancreas has been 
reported about 100 times in the literature. The 
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anomaly is frequently associated with duodenal 
atresia or stenosis and with acute or chronic inflam- 
mation of the pancreas. When pancreatitis occurs, 
duodenal obstruction may be increased, and often 
it is at this time that clinical symptoms appear. The 
symptoms are caused by obstruction of the duodenum 
or pylorus, gastric or duodenal ulceration, and some- 
times icterus. In 1 of the cases reported, multiple 
superficial gastric ulcerations and duodenal ulceration 
were present. In most reported cases, roentgenologic 
examination does not explain the cause of duodenal 
narrowing, and the exact diagnosis is made at 
exploratory laparotomy. 

Treatment is subtotal gastric resection. In this way, 
the peptic ulcers are also treated. This method was 
used in the 2 cases reported, and the late results are 
satisfactory. Resection of the annular pancreas is 
technically difficult because of the pancreatitis, the 
difficulty of locating the pancreatic ducts, and the 
complications that may occur if these ducts are 
divided. —Frederick W. Preston, M.D. 


The Diagnostic Value of Determinations of Serum 
Leucine Aminopeptidase Concentrations in Car- 
cinoma of the Pancreas. James B. Hammonp, BEr- 
NARD D. Rosenak, and E. C. Kuoo. Am. 7. Digest. 
Dis., 1960, 5: 233. 


LEUCINE AMINOPEPTIDASE (LAP) has within recent 
years been shown to be often of considerable value as 
a diagnostic aid in patients with malignant lesions of 
the pancreas. LAP is produced by the epithelium of 
the small intestine, the liver, kidney, and, in lesser 
amounts, probably by all normal tissues. Moderate 
amount of this enzyme are found in the blood, urine, 
and bile. It has been demonstrated frequently by 
histochemical techniques in the stroma of tumors of 
the stomach, rectum, and liver, although there are as 
yet no available data on carcinoma of the pancreas. 

In an effort to confirm the diagnostic value of LAP 
determinations in carcinoma of the pancreas, the 
authors have studied the serum and urinary LAP 
activity in a series of 187 patients with a wide varia- 
tion of disorders seen on the medical and surgical 
wards of the Veterans Administration Hospital, the 
Robert Long Hospital, and the Marion County Gen- 
eral Hospital of Indianapolis, Indiana. 

Forty-one and two-tenths per cent of patients with 
cancer of the ampulla of Vater or pancreas had ele- 
vations of serum LAP within the cancer range. Of 11 
patients in the series with serum LAP values within 
the cancer range, almost two-thirds had carcinoma of 
the ampulla of Vater or pancreas. Of the 39 patients 
with abnormal serum LAP concentration, though not 
necessarily within the cancer range, only 11 or ap- 
proximately 28 per cent had carcinoma of the am- 
pulla of Vater or pancreas. The statistics for the uri- 
nary secretion of LAP generally followed the trends 
noted in the serum but were less suggestive of a direct 
correlation. In 3 patients, both serum and urine LAP 
activity was in the cancer range, an association which 
was not observed in any patient except those with 
malignant lesions of the pancreas. 

The determination of the LAP activity of serum 
and urine in patients suspected of malignant lesions of 
the pancreas appears to be of value even though the 


test lacks ideal sensitivity and specificity. It does not 
approach the diagnostic accuracy of the secretin test 
combined with cytology. 

—AHarvey N. Lippman, M.D. 


Tumors of the Pancreatic Islets. Josep Sieracki, 
Ricuarp B. and Rosert C. Horn, Jr. 
Cancer, 1960, 13: 347. 


‘TWENTY-NINE PANCREATIC ISLET TUMORS are reported, 
The cases are divided into those with organic hypo- 
glycemia and those not so associated. Nine patients 
exhibited the criteria for diagnosis of spontaneous 
hypoglycemia, that is, (1) episodic nervous or gastro- 
intestinal disturbances, coming on in the fasting state, 
associated with (2) hypoglycemia, a blood sugar level 
of less than 50 mgm./100 c.c., and (3) relief of symp- 
toms by the ingestion of glucose. 

All of the patients with hypoglycemia were treated 
surgically by enucleation of the tumor. Seven of the 
nine patients operated upon recovered and have been 
followed up for 1 to 16 years. Obesity, diarrhea, hypo- 
kalemia, and ulceration of the upper gastrointestinal 
tract occurred in a few members of this group. 

Two patients had clinical and laboratory findings 
suggestive of the hypoglycemic syndrome, but the 
fasting blood sugar was not below 70 mgm./100 c.c. 

The 18 tumors not associated with the hypogly- 
cemic syndrome were divided into 11 benign islet cell 
tumors and 7 malignant ones. Morphologic distinc- 
tion between the benign and the malignant tumors 
was made only with great difficulty, if at all, in the 
absence of frank invasion or metastases. However, 
follow-up studies indicate that the well localized 
tumor rarely behaves in a malignant fashion. 

Solitary miniature tumors, less than 5 mm. in 
diameter, are usually not of clinical significance from 
the standpoint of either function or malignant be- 
havior. Smallest functional tumor in this series was 
1.1 cm. in diameter, the smallest carcinoma 1.0 cm. 

Nine of the patients in this series also had ulceration 
of the upper gastrointestinal tract; however, only 4 of 
these patients had typical peptic ulcer. In 1 of the 4, 
there was suggestive evidence of the hypoglycemic 
syndrome. 

There are excellent photographic illustrations of 
both gross and microscopic pathologic changes. 

—Ernest D. Bloomenthal, M.D. 


A New Method of Pancreaticoduodenectomy De- 
signed to Preserve Liver and Pancreatic Function, 
Hajime ImManaca. Surgery, 1960, 47: 577. 


PRESERVATION of internal and external secretions of 
the pancreas is essential for long term survival, and 
to insure continued external secretion a pancreatico- 
jejunal anastomosis is necessary. The anastomosis be- 
tween the pancreatic stump and the jejunum is gen- 
erally accomplished in two ways: (1) implantation of 
the pancreatic stump into the jejunum and (2) mu- 
cosa-to-mucosa anastomosis between the jejunum and 
the pancreatic duct. Suture line breakdown and ob- 
struction of the pancreatic duct occur less frequently 
when mucosa-to-mucosa pancreaticojejunal anasto- 
moses are employed. The anastomosis must be per- 
formed over a plastic tube splint, using one or two 
interrupted silk sutures. 
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The author employed a long vinyl tube inserted 
into the pancreatic duct and brought out via the 
jejunum, stomach, and nose. The tube was fixed at 
the pancreaticojejunal and gastrojejunal anastomoses 
and the nose. The authors believe that the use of long 
vinyl tubes has the following merits: (1) they prevent 
suture line breakdown and obstruction; (2) allow for 
continuous aspiration of the pancreatic juice post- 
operatively, to encourage healing at the site of anasto- 
mosis and prevention of fistula formation; (3) serve 
as effective splints for the pancreaticojejunal anasto- 
mosis until this area is completely covered by mucosa; 
and (4) allow for removal of the long tube splint with 
ease. 

It has been shown that it is necessary to maintain 
a distance of 30 cm. or more between the choledocho- 
jejunostomy and gastrojejunostomy to prevent as- 
cending cholangitis. End-to-end anastomosis between 
stomach and jejunum was employed to prevent this 
complication. Postoperative roentgenographic studies 
of patients who had end-to-end gastrojejunostomy re- 
vealed no reflux of barium into the biliary system, 
and it was believed that this finding is explained by 
the lack of stasis in the area of the choledochojejunal 
anastomosis. The pressure relationship between the 
common duct and the jejunum probably prevents 
reflux. — James H. Holman, M.D. 


SPLEEN 


Radiologic Diagnosis of Increased Splenic Volume 
(Diagnostic radiologique d’une augmentation de vol- 
ume de la rate). P. Gatius, M. Brompart, G. 
ScHOLLAERT, and R. vAN LEBERGHE. Acta gastroenter. 
belg., 1959, 22: 609. 


CLINICAL METHObsS of detecting splenomegaly fail in 30 
to 40 per cent of cases. By determining radiologically 
the degree of displacement of stomach and colon the 
authors have been able to estimate more accurately 
the size of the spleen. 

Plain films of the left upper quadrant are taken 
with the patient fasting. The greater curvature of the 
stomach outlines the medial border of the spleen, and 
the splenic flexure locates its lower pole. The kidney 
shadow falls medial and somewhat below with a slight 
overlap of densities. A double contour, particularly in 
enlarged spleens, often delineates the anterior and 
posterior margins of the lower pole. 

Enlarged spleens depressed the splenic flexure in 
only 12 per cent of the authors’ cases. The tendency of 
the colon to slide up past the hypertrophied organ 
explained the inconstancy of this finding, especially 
when the pressure of a barium enema pushed the flex- 
ure upward. In 18 per cent of the cases medial dis- 
placement of the upper descending colon was ob- 
served. 

Investigation with the stomach filled with barium 
was most helpful in delineating the upper part of the 
spleen, while the lower half was best seen in the shadow 
contrasts of a plain film. In 70 per cent of cases of 
splenomegaly the gastric silhouette was distorted. The 
gastric air bubble was diminished and deformed, being 
displaced medially and away from the diaphragm. 
Most frequently the superior splenic pole intervened 
between the stomach and dome of the diaphragm. 
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The Trendelenberg position did not diminish the sep- 
aration in this case. The weight of an enlarged spleen 
may depress the air bubble downward when the pa- 
tient is upright. 

Other lesions may mimic these changes, such as 
renal, pancreatic and colic masses, retroperitoneal 
tumors, and subphrenic collections. Clinical findings 
and the plain films of the left upper quadrant usually 
allow an accurate differential diagnosis. 

—John H. Wulsin, M.D. 


The Effects of Experimental Splenectomy on Ery- 
throcyte Regeneration, Leucocyte Regulation, and 
Hemorrhagic Shock (Experimentelle Splenektomie in 
ihrer Wirkung auf Erythrocyten-Regeneration, Leuko- 
cyten-Regulation und Blutungsschock). HAns-Joa- 
CHIM STREICHER. Langenbecks Arch. klin. Chir., 1960, 
293: 245. 


THE FIRST QUESTION asked in this study was whether 
it is possible to put the spleen someplace else within 
the organism and, if so, what are the reactions. In 181 
rats and 11 dogs, spleens were either sutured within 
the omentum or into the subcutaneous tissue or placed 
free within the abdominal cavity. All the transplants 
underwent almost complete necrosis. 

The influence of the spleen upon erythropoiesis is 
unquestionable. In order to determine whether the 
normal spleen acts as a stimulator or inhibitor upon 
the bone marrow, the author investigated the role of 
the spleen in the replacement of lost blood volume. 
Experiments were conducted on 17 dogs with 4 acting 
as normal control animals. It was found that serum 
protein regeneration was slower in the dog without a 
spleen. Also, splenectomized dogs showed lower hemo- 
globin and erythrocyte values immediately after the 
bleeding than did nonsplenectomized animals, and 
subsequent recovery was slowed. 

In order to determine whether the splenectomized 
animal acts as the normal in response to a leucocyte- 
mobilizing stimulus, leucocytosis was induced with 
pyrifer in 135 rats. The rise in leucocyte count after 
splenectomy was retarded about 5 hours. Thus sple- 
nectomy seems to result in a weakening of the regula- 
tory effects of the white blood cells. 

—RHans F. Schweizer, M.D. 


The Posterolateral Approach for Splenectomy (La 
splénectomie par voie postéro-latérale). R. BouRGEON 
and J. Vipeau. Presse méd., 1960, 68: 273. 


THE AUTHORS DESCRIBE the posterolateral approach 
for operation on the spleen, which they have been 
employing for 4 years. 

The patient is placed on the operating table in the 
right dorsolateral position with a pillow beneath the 
posterior thorax to spread the lumbar area. The sur- 
geon operates from the back and side of the patient. 
A horizontal posterolateral incision is made and deep- 
ened to expose the twelfth rib, which is resected. At 
this site, perforation of the pleura is a rare accident, 
but pneumothorax is minimal. The great oblique 
muscle is divided and the deeper muscles are sepa- 
rated with fingers or divided with scissors. The sple- 
nectomy is then performed in two stages: freeing and 
delivery of the spleen, and ligature of the pedicle after 
division of the adhesions. 
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The principal advantage of this incision is that 
opening of the pleura is avoided. Other advantages 
are that the splenectomy for even very large spleens 
is simplified because of the exposure afforded; spleno- 
renal shunts can be readily accomplished; and ex- 
ploration of the left side of the abdomen is made pos- 
sible. The principal limitation of the posterolateral 
approach for splenectomy is inability to carry out a 
complete hepatoportal exploration. 

—Edwin 7. Pulaski, M.D. 


Splenectomy and Splenic Artery Ligation in the 
Treatment of Ascites Associated with Cirrhosis (Die 
Bedeutung der Splenektomie und der Ligatur der Mil- 
zarterie in der Behandlung des Aszites zirrhotischer 
Genese). S. C. Misra. Klin. Med., Wien, 1959, 14: 591. 


THE CLINICAL CHARACTERISTICS of cirrhosis in India 
differ from those observed in other parts of the world. 
Most of the 107 patients observed by the author were 
15 to 30 years old. In 31 per cent of the patients 
hyperpyrexia and gastrointestinal complaints preced- 
ed the onset of the disease, and enlargement of the 
abdomen was a common first symptom. 

Ascites was present in 37.9 per cent of the patients, 
splenomegaly in 16 per cent, and both in 46.6 per 


cent. The portal pressure increase showed no relation- 
ship to ascites development and varied from 200 to 500 
mm. of water. Higher portal pressures were associated 
with a higher incidence of hematemesis, and 10 of 11 
patients had pressures above 350 mm. of water. 

Hepatic coma developed in 20 per cent of the 
patients, in somewhat less than half of this number 
during the postoperative period. Only 4 of 18 such 
patients survived. The severity of liver function ab- 
normalities was in direct relationship to the clinical 
course. 

Splenectomy as the sole therapeutic measure was 
evaluated in 21 patients and ligation of the splenic 
artery in 22 cases. The operative mortality was 38.1 
per cent in the first group and 31.8 per cent in the 
second. A 3 year follow-up after ligation of the splenic 
artery revealed no ascites recurrence in 7 of 8 patients, 
After splenectomy, 7 of 8 patients showed no recur- 
rence of ascites 2.5 years after operation. 

Of the entire group of 43 patients operated upon, 
16 survived and 14 remained free of ascites. It is re- 
markable that those in the latter group were restored 
to their previous hard manual occupation with essen- 
tially no dietary adjustment. 

—Karel B. Absolon, M.D. 
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SURGERY OF ‘THE FEMALE REPRODUCTIVE SYSTEM 


UTERUS AND ADNEXA 


The Hormocytogram, Synthesis of Endocrinologic 
Gynecologic Explorations (Les hormocytogrammes 
synthése des explorations endocriniennes gynécolo- 
giques). P. A. Macnier. Rev. fr. gyn. obst., 1959, 54: 
761. i 


For THE Basis of his correlated graph structure which 
he designates a hormocytogram the author selects the 
classic colpocytogram of Papanicolaou. The colpo- 
cytologic examinations are carried out on the fifth, 
eighth, eleventh, fourteenth, sixteenth, eighteenth, 
twenty-first, twenty-third, twenty-fifth, and twenty- 
seventh days of the normal menstrual cycle; if men- 
struation is delayed, these examinations are continued 
onevery fourth day until the fortieth day. The patient 
is taught to prepare the dried vaginal smears herself. 

All the other tests and clinical manifestations which 
have been shown to be of value for making the diag- 
nosis and directing therapy, such as basal tempera- 
ture, eosinophilic index, results of the chemocytologic 
studies, biopsy findings from specimens taken on the 
twenty-first and twenty-fifth days of the cycle, hor- 
mone dosages, intradermal tests, cervical mucus plug 
and vaginal bacterial studies, and cytodiagnosis are 
then correlated on the same graph in the form of 
graphic curves or of appended symbols, so as to show 
at a glance the status of the progress of the pathologic 
or physiologic cycle at the time of each colpocytologic 
examination. The symbols are those introduced by 
Pundel (Frottis vaginaux endocriniens, Masson, 1952 
and Acquisitions récentes en cytologie vaginale hor- 
monale, Masson, 1957). 

The utilization of this method for more than the 
past 7 years has resulted in more than 10,000 hormo- 
cytograms and the isolation of 85 representative types 
of hormocytogram in gynecologic and obstetric sub- 
jects. Here, however, only 67 of these types are repre- 
sented by hormocytologic syntheses. In the remaining 
16 hormocytograms the ovulatory phase eventuated 
in pregnancy. Twelve hormocytographic reproduc- 
tions accompany the original text. 

The author emphasizes that each of the 67 hormo- 
cytograms involves a special form of physiopathology, 
specific clinical signs, and a treatment better adapted 
in both time and intensity to the various syndromes 
diagnosed. —John W. Brennan, M.D. 


Cervicectomy Following Supravaginal Hysterectomy. 
MercepEs V. Pianas. Am. 7. Obst., 1960, 79: 480. 


THE AUTHOR REVIEWS 35 patients who underwent 
cervicectomy after supravaginal hysterectomy at 
Pennsylvania Hospital, Philadelphia, Pennsylvania. 
Thirty were multiparas and 5 were nulliparas. The 
most frequent indication for supravaginal hysterecto- 
my had been leiomyoma uteri. Vaginal spotting or 
cervical prolapse were the principal posthysterectomy 
complaints. 

The incidence of malignant lesions of the cervix in 
this series of 35 women with retained uterine cervices 


were 14.3 per cent. Of the 5 cases, one was an epider- 
moid carcinoma in situ discovered 6 months after 
hysterectomy. The second case was a leiomyosarcoma 
of the cervix discovered 2 years after hysterectomy. 
The other 3 cases of carcinoma are classified as “‘se- 
quential” carcinoma, since they occurred over 2 years 
after hysterectomy. One patient had epidermoid car- 
cinoma in situ 3 years after hysterectomy. A second 
patient had epidermoid carcinoma, stage I, 9 years 
after hysterectomy. The third “sequential” case was 
adenocarcinoma, grade 3, of the cervix, and the cer- 
vicectomy was performed 20 years after hysterectomy. 

A comparison between cervical biopsy and Papanic- 
olaou smear findings in this series was made. Only 11 
patients had Papanicolaou smears taken prior to cer- 
vicectomy. In cases in which cervical biopsy revealed 
malignant lesions, the Papanicolaou smear results 
were as follows: none was “‘positive,” two were “‘sus- 
picious,” and one was “negative.” In the group with 
benign lesions, one patient had a “‘positive” smear and 
7 other patients had “negative” smears. 

The most common pathologic diagnosis was chron- 
ic cervicitis which occurred in 23 cases. There were 6 
cases of chronic endocervicitis and 2 cases of cervical 
leiomyoma. Two cervices were reported as normal, 
and only 2 malignant lesions were found. The other 3 
malignant lesions in this study were diagnosed by 
biopsy but did not show the malignant lesion in the 
specimen obtained by cervicectomy. The pathologist 
claimed that the malignant lesions had been excised 
in toto during biopsy in each of the 3 cases. 

Vaginal cervicectomy was performed in 23 cases 
and the abdominal route was used in 12 cases. The 
abdominal approach was employed for patients with 
adnexal masses or with known retained ovaries and 
for patients with malignant cervical lesions except for 
one case. —Lawrence I. Bernard, M.D. 


Anterior or Total Pelvic Exenteration in Advanced 
Cancer of the Uterine Cervix or the Rectum (De 
lexentération pelvienne antérieure ou totale dans les 
cancers avancés du col utérin et du rectum). C. 
Cuarpot. 7. chir., Par., 1960, 79: 185. 


Tuis Is a review of 25 cases of pelvic exenteration with 
a mean follow-up period of 2 years. The indications 
were carcinoma of the genital organs in 22 cases and 
carcinoma of the rectum in 3 cases. Eleven of these 
patients had had roentgenotherapy and/or radium 
therapy prior to this operation. 

Ten patients underwent an anterior type opera- 
tion; 15 had total pelvic exenteration. The ureters 
were implanted into the sigmoid in 15 cases, brought 
out to the skin in 9 cases, and implanted into an ileal 
bladder in only 1 case. 

Two patients died in the immediate postoperative 
period. Fistulas developed in 3 patients. The mean 
hospital stay was 29 days. The older the patient, the 
longer was the hospital stay. 

Fourteen patients are still living, one after 50 
months. Seven died of recurrent carcinoma. The find- 
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ing of positive nodes at the time of operation is a bad 
prognostic. Of 13 patients who had positive nodes at 
operation, 9 died within a year and only 1 survives 
after 26 months. Postoperative roentgenotherapy has 
been used for patients with positive nodes in the hope 
of improving the survival rate. 

The author thinks his main contribution is the use 
of ureteral catheters as splints for the anastomosis of 
the ureters to the sigmoid. These catheters are left in 
place for 4 days. They provide a better knowledge of 
diuresis and of the constituents of the urine. 

—Jules E. Leclerc, M.D. 


Conservative Surgery of the Fallopian Tubes (Ciru- 
gia conservadora de las trompas de falopia). A. 
DomincuEz GaLLecoz. Rev. obst. gin. Caracas, 1959, 
192493. 


AFTER a theoretic discussion of surgery of the tubes, the 
author describes conservative operations on the tubes 
as practiced in the surgical services of Caracas, includ- 
ing operations for sterility and lesions of the tubes or of 
adjacent organs as well as in ectopic pregnancy. 
Statistics of conservative operations on the tubes as 
performed at the University of Caracas Hospital and 
the Maternity Hospital, Caracas, Venezuela for the 
period 1957 and 1958 are presented, including a table 
of the operations used for sterility by 10 different 
authors. It is concluded that best results in operations 
on the tubes for sterility are obtained with sal- 
pingolysis and that operations on the distal end of the 
tube yield poorest results. The total per cent of preg- 
nancies attained is much like that elsewhere reported. 
Conservative operation was performed in more than 
one-half of the patients in whom the lesions were con- 


fined to the tubes alone. In conditions involving both 
tubes and uterus radical operation was performed. In 
cases of benign lesions of the uterus and ovaries, the 
tubes usually were not conserved. The author does not 
recommend conservative operations on the follopian 
tubes in cases of tubal pregnancy. 

— Edith Schanche Moore 


The Krukenberg Tumor, a Study of 48 Cases from 
the Ovarian Tumor Registry. J. DonALD WoopRuFF 
and Epmunp R. Novak. Obst. Gyn., 1960, 15: 351. 


A KRUKENBERG TUMOR of the ovary is an epithelial 
tumor characterized by signet cells in an acinose pat- 
tern or diffusely infiltrating the stroma. It is usually 
metastatic, and the primary site is most often in the 
gastrointestinal tract. The infrequent primary ovarian 
Krukenberg tumor is thought to arise in the epithelium 
of a so-called pseudomucinous cyst. 

Forty-eight Krukenberg tumors in the files of the 
ovarian tumor registry are reviewed. Symptoms com- 
monly were those associated with a pelvic mass and 
not those of an intestinal lesion. Ascites was present in 
22 of 48 cases. Fifty per cent had gross evidence of 
intra-abdominal metastases. Eighty per cent were 
bilateral. 

Of 10 of the 48 cases reviewed the tumors are con- 
sidered to be primary in the ovary. Four of 5 patients 
alive and well 4 years after operation are in this group 
of 10 cases. 

Thirty-seven of 38 patients with secondary Kruken- 
berg tumors are dead. —M. Leon Tancer, M.D. 


Autoplastic Transplantation of the Ovary in Patients 
with Cancer of the Cervix. Tosuixuni Hosaxi, 
Jap. Obst. Gyn. Soc., 1957, 4: 16. 

THE TECHNIQUE of transplanting the ovary consists in 
keeping the ovary in a small bag inside the abdominal 
cavity until the end of the operation. After the 
peritoneum is closed, the ovary is split in half and 
turned inside out so that the cut surfaces of the ovary 
face outward. The ovary is then placed between the 
rectus abdominis and the fascia as close to the umbilicus 
as possible 

If postoperative roentgen radiation is given, the 
transplanted area is covered with a lead plate to avoid 
direct radiation. 

Three hundred and fifty-one patients who had auto- 
transplantations of the ovary at the time of radical 
operation for carcinoma of the cervix by Okabayashi’s 
method were followed up for 5 years after operation. 
One hundred and fifty-seven patients did not have 
ovarian transplantations. The 5 year survival rate and 
recurrence rates of carcinoma were not significantly 
different when patients with similar stages of the disease 
were compared between the transplant and castrated 
cases of the same ages by decades. No instance of re- 
currence of cancer in the transplanted ovaries was 
recorded. 

Urinary estrogens were determined in 40 cases of 
transplantations. From these determinations it was 
believed that two-thirds of the transplanted ovaries 
maintained their function. Younger patients seemed 
to have a better result than older ones as far as main- 
tenance of ovarian function was concerned. Auto- 
transplantation of the ovary prevented the appearance 
of menopausal symptoms in 65 per cent and gave re- 
lief in 26 per cent. The transplanted ovary appeared 
to maintain its function for approximately 2 to 5 years. 

No serious complications were seen. Only one ovary 
required removal because of suppuration. Although 
some ovaries underwent swelling at regular or irreg- 
ular intervals, their function appeared to be main- 
tained. No instances of cystic formation required 
treatment for pain relief. —Alan Rubin, M.D. 


EXTERNAL GENITALIA 


The Ultrastructure of Cancer of the Vulva (L’ultra- 
structure du cancer de la vulve). M. Turery and A. 
LacassE. Bull. Soc. Roy. belg. gyn. obst., 1959, 29: 435. 

NINE CONSECUTIVE Cases of carcinoma of the vulva, 

observed on the gynecologic service of the Anti- 

cancer Center of the University of Ghent, Ghent, 

Belgium during the course of 1958 and 1959, were 

studied by means of the optical and the electronic 

microscopes. 

The original text is documented with a sketch, a 
table, and 22 electronic microscopic photographic 
reproductions. The preparation of the slides and the 
terminology of ultrastructural anatomy and pathology 
were not essentially different from the usual and may 
be found in the recent issues of the Journal of Ultra- 
structural Research. 

The authors agree with recent writers, who have 
studied ultrastructurally and opticomicroscopically 
the normal epithelial cells and those of epidermoid 
cancer, that differences between the cancer cell and 
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its normal homologue do exist, although these dif- 
ferences are purely quantitative in character. 

In recent studies, the authors have been particularly 
concerned with the nature of the anchoring apparatus 
of the neoplastic cells, especially with the decrease in 
cellular cohesion characterizing the growth in depth 
of the neoplasm. Many writers have postulated a re- 
lationship of this loss of cohesion with the absence of 
the basal membrane in the deeper regions of the neo- 
plastic growth. However, the authors have found in 
these regions, particularly in the highly differentiated 
epitheliomas of the vulva, the preservation of the 
typical basal lamella accompanied also by the preser- 
vation of the apposed plasmatic membrane, similar in 
all respects to the findings in the basal layer of the 
normal cutaneous pavement epithelium. 

The authors admit that this basal membrane is 
generally lacking in the deeper portion of the epider- 
moid epithelium and that their findings have been 
encountered only occasionally and in this special type 
of cancer; however, they believe that this finding 
which is within the reach of only the electronic 
microscope justifies the casting of doubt on the thesis 
which states that the loss of cohesion in the car- 
cinoma is caused by the loss of the basal membrane, 
either by rupture resulting from mechanical pressures 
or by the action of proteolytic enzymes. The authors 
believe that this indisputable loss of cohesion from the 
cells of the growing neoplasm results from the loss of 
the cohesive function of the intercellular substance, 
that is, that substance which lies between the so-called 
plaques of contact, supposedly originating from the 
basal membrane, and the plasmatic membrane, or 
the line of densification of the cell plasma which is 
apposed to the plaques of contact. 

— john W. Brennan, M.D. 


Basal Cell and Basal-Squamous Cell Carcinomas of 
the Vulva. Stewart L. Marous. Am. 7. Obst., 1960, 
79: 461. 


Pure basal cell carcinoma of the vulva is an infre- 
quent lesion representing less than 3 per cent of vulval 
malignant lesions. As in other skin areas, it is rela- 
tively benign, metastasizing by extension, and recur- 
ring locally. It is best treated by wide complete 
vulvectomy. 

The real danger of this type of tumor is its trans- 
formation into a basal squamous or pure basal cell 
type. Should serial examination of a basal cell tumor 
reveal squamous elements, a radical vulvectomy and 
lymph node dissection is the treatment of choice. 

—M. Leon Tancer, M.D. 


Congenital Atresia of the Vagina. B. H. Sueares. 7. 
Obst. Gyn. Brit. Empire, 1960, 67: 24. 


A NEW METHOD of constructing the tunnel in con- 
genital aplasia of the vagina has been described, and 
the steps of the operation are shown in detail by line 
drawings and photographs. The new tunnel is kept 
patent by the insertion of a silver or stainless steel 
mould of the largest length and width that can be ac- 
commodated therein, in order to allow epithelization 
of the bore. The mould may be kept in place for as 
long as 6 months, by which time the contraction factor 
ceases to operate. After that time, the patency is main- 


tained by the patient who dilates her new vagina 
with the mould twice daily for an indefinite period. 

It has been shown histologically that the tunnel is 
epithelized chiefly by a creeping up process of the 
vestibular epithelium like a sleeve around the ob- 
turator, but that very probably, as a result of the new 
method of tunnelling the space, islands of epithelium 
in the vestiges of the Miillerian ducts are surfaced and 
serve as secondary sources of squamous epithelium, 
accounting for the unexpectedly rapid epithelization 
of the tunnel. 

Eighteen patients who were submitted to the new 
method of tunnelling have all yielded good results. 
One patient spontaneously delivered 2 babies, weigh- 
ing 7 pounds and 7 pounds 4 ounces, respectively, by 
the spurious vaginal route and is currently pregnant 
with her third child. —Alan Rubin, M.D. 


Primary Carcinoma of the Vagina. G. H. ARRoNET, 
. P. A. Latour, and P. C. Tremsiay. Am. 7. Obst., 
1960, 79: 455. 


PRIMARY CARCINOMA Of the vagina represented 1.2 per 
cent of all malignant genital lesions seen during a 32 
year period at the Royal Victoria Montreal Maternity 
Hospital, Montreal, Canada. None of the 25 patients 
with this disease was lost to follow-up. 

All lesions were of the epidermoid variety except 
one. The latter was a transitional cell tumor which 
was limited to the lateral vaginal wall and, hence, 
considered to have arisen in Gartner’s duct. 

Therapy consisted of irradiation in all cases but 1. 
The latter patient was treated by radical surgery. 

Eleven irradiated patients, 44 per cent, survived 5 
years or more. Interestingly, the majority of these 
patients received radium applications of the cervical 
type in substandard dosage without additional deep 
roentgen ray therapy. —M. Leon Tancer, M.D. 


PREGNANCY AND COMPLICATIONS 


Globulin Bound Iodine Levels in Normal and Abnor- 
mal Pregnancy. Dora Winixorr, R. D. Dickinson, 
and G. WapeE. 7. Obst. Gyn. Brit. Empire, 1960, 67: 56. 

IN THE PRESENT INVESTIGATION 2 groups of patients 

were employed: a control group of normal pregnant 

women and a group of pregnant habitual aborters. In 
addition, a small group of patients without a past 
history of abortion, admitted with a diagnosis of 
threatened abortion, was included. Analyses for total 
protein-bound iodine (PBI), albumin-bound iodine 

(ABI), and globulin-bound iodine (GBI) were made. 
Sixty-five tests in a group of 20 pregnant women 

showed PBI values from 3.9 to 11.9 wgm. per cent, 

mean 7.6 ugm. per cent, SD + 1.85; and GBI values 
from 0.8 to 3.6 ugm. per cent, mean 2.1 wgm. per 
cent, SD + 0.56. Both means were considerably 
elevated above normal nonpregnant levels. A group 
of 24 patients with habitual abortions and 4 patients 
with first threatened abortion had, on 39 tests, PBI 
values from 3.8 to 9.5 wgm. per cent, mean 6.5 ugm. 
per cent, SD + 1.45; and GBI values from 0.6 to 

2.3 ugm. per cent, mean 1.3 ywgm. per cent, SD + 

0.57. Both mean values were below the ones for 

normal pregnancy and the differences were statistical- 

ly significant. 
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GBI estimations proved to be of greater value than 
PBI levels in detecting abnormalities ascribed to an 
altered linkage of thyroid hormone to blood proteins. 
A low level of GBI may be regarded as a warning 
of the possibility of abortion. A series of determina- 
tions is more informative than one single test. 


— Warren R. Lang, M.D. 


Rupture of the Uterus. E. C. Woop. Med. 7. Australia, 
1960, 1: 166. 


Firty cases of rupture of the uterus are reviewed. All 
of the patients were treated at the Royal Women’s 
Hospital in Melbourne, Australia between 1939 and 
1956. The incidence was 1 in 2,710. In reviewing 
other series, the author was of the opinion that the 
true incidence of uterine rupture was difficult to de- 
termine. 

The cases were divided into those of spontaneous 
rupture; including 7 of obstructed labor, 4 of uterine 
abnormality, and 8 of idiopathic rupture; traumatic 
rupture, including 5 cases of difficult forceps delivery, 
3 of manual removal of the placenta, 2 of internal 
version and breech extraction, 1 destructive operation, 
and 1 motor car accident; and finally scar rupture, in- 
cluding 14 classical cesarean sections, 3 lower seg- 
ment cesarean sections, 1 myomectomy, and 1 tubal 
implant. 

Rupture of the uterus may become manifest during 
pregnancy, labor, or the puerperium. In the pre- 
sented series, 10 occurred during pregnancy, 20 dur- 
ing labor, and 20 during the puerperium. 

There were 7 maternal deaths. Three followed 
spontaneous uterine rupture in a precipitate labor, 2 
followed obstructed labor, 1 followed a ‘“‘failed for- 
ceps” delivery, and 1 resulted from a car accident. 
There were 37 fetal deaths. 

The death of several patients prior to the com- 
mencement of treatment emphasizes the necessity for 
speed in the management of these cases. When the 
patient is moribund, multiple blood or plasma trans- 
fusions are begun; and if the patient’s condition does 
not improve, laparotomy should be performed im- 
mediately. A subtotal hysterectomy is carried out 
when the uterine tear is large and irregular or extends 
into the broad ligament. If the tear is small and 
accessible, it may be sutured. If the patient is not in 
shock, parity as well as the type of uterine tear will 
influence the choice of operation. If the uterus has to 
be removed in these circumstances, total hysterectomy 
may be performed to avoid the risk of carcinoma in 
the cervical stump. —Charles Baron, M.D. 


Pregnancy Associated with Congenital Malforma- 
tions of the Reproductive Tract. Ropert G. Bair. 
J. Obst. Gyn. Brit. Empire, 1960, 67: 36. 


CONGENITAL ABNORMALITIES of the female genital tract 
are comparatively rare. Sixty-eight cases of congenital 
reproductive tract anomalies associated with preg- 
nancy are presented. The over-all incidence of anom- 
alies complicating pregnancy was 0.13 per cent. The 
diagnosis of such abnormalities is often difficult. It is 
frequently made only after dystocia has required 
laparotomy and cesarean section or at manual re- 
moval of a retained placenta. In this series, 68 per 
cent were unrecognized until labor was well estab- 


lished. The use of hysterography in the diagnosis of 
repeated or habitual abortion frequently aids in the 
early diagnosis of uterine abnormalities. 

Associated abnormalities included abortion, 14,7 
per cent; prematurity, 31.2 per cent; malpresentation, 
56.8 per cent; and antepartum hemorrhage, 17.2 per 
cent. The mode of delivery was spontaneous vertex in 
48.2 per cent, breech in 12 per cent, and forceps in 
12 per cent. The cesarean section rate was 27.6 per 
cent. 

Complications of the third stage of labor included 
postpartum hemorrhage, 21.4 per cent, and manual 
removal of the placenta, 45.2 per cent. The perinatal 
mortality rate was 13.7 per cent as compared with a 
hospital rate of 9.9 per cent. 

Theories as to the cause of malformations are briefly 
discussed. The need for simplification of nomencla- 
ture is stressed. A congenital deformity of the urinary 
tract is a common concomitant of genital tract anom- 
alies. —Harry Fields, M.D. 


Hyperthyroidism and Pregnancy. GeorcE O. 
and Jack Hau. Med. Clin. N. America, 1960, 44: 363, 


THE MAIN PROBLEM in the management of hyperthy- 
roidism complicating pregnancy is the assurance of a 
successful termination of pregnancy and the avoid- 
ance of fetal mortality and morbidity. From a study 
of 42 pregnant women with hyperthyroidism, the 
authors conclude that hyperthyroidism in pregnancy 
may be treated satisfactorily, with safety of both 
mother and child, by short term antithyroid prepar- 
ations, thyroidectomy, and the administration of 
desiccated thyroid from the day of operation to the 
termination of pregnancy. 

The 42 patients were divided into 2 equal groups on 
the basis of different treatment after thyroidectomy. 
The first group consisted of 21 patients treated from 
1943 to 1950 who received no special treatment after 
operation. The fetal loss was 23.8 per cent, 1 abortion 
and 4 neonatal deaths. 

A new therapeutic plan was followed in a second 
group of 21 patients seen from 1950 to 1959. Imme- 
diately after operation and until the termination of 
pregnancy, these patients were given desiccated thy- 
roid, 60 to 120 mgm. daily and strong iodine solution, 
1 minim daily. The fetal loss in this group was 4.7 per 
cent, 1 stillbirth. 

Since the administration of desiccated thyroid and 
iodine after subtotal thyroidectomy was the only var- 
iable in the treatment in the 2 groups, the authors be- 
lieve that prevention of maternal hypothyroidism was 
the deciding factor in the improved results obtained in 
the second group. 

Regarding other methods of management, in the 
authors’ opinion radioactive iodine is absolutely con- 
traindicated in pregnant women. Drug therapy of 
hyperthyroidism consists of the prolonged use of io- 
dine alone or of the thiouracil compounds. Mild cases 
of hyperthyroidism may be adequately controlled 
with iodine throughout pregnancy, but in the authors’ 
experience such cases are rare. The danger is always 
present that the severity of the hyperthyroidism may 
increase as pregnancy proceeds, and iodine alone may 
not suffice to control it. In such cases a surgical pro- 
cedure must be performed. Antithyroid therapy 
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throughout pregnancy is distinctly hazardous to the 
infant even under the best of circumstances. 
—Lawrence I. Bernard, M.D. 


Advanced Ectopic Pregnancy. Hassan Sosui and 
MouamMaD Ex-Zayat. Alexandria M. 7., 1960, 6: 70. 


SINCE THE FIRST REPORT of an abdominal pregnancy 
by Abul Kassim in the eleventh century (an abdomi- 
nal abscess discharging fetal bones), numerous reports 
have appeared in the literature. The authors discuss 
the various criteria of the different origins of tubal, 
ovarian, broad ligament, and peritoneal pregnancy. 
They believe that these extrauterine ectopic pregnan- 
cies should be separated from uterine ectopic preg- 
nancies such as pregnancy in the cervix, the uterine 
cornu, the interstitial portion of a tube, a rudimentary 
horn of the uterus, or, rarely, in a crypt in an adeno- 
myoma. The diagnosis of abdominal pregnancy is no- 
toriously difficult in the earlier part of gestation, and 
signs such as unusual fetal presentation, easy palpabil- 
ity, absence of attitudinal change, absent Braxton- 
Hicks contractions, nagging abdominal pains, and 
certain conditions of the cervix and uterus are not 
always diagnostic. A pitocin test can be made to lo- 
cate the position of the uterine wall—with ether at 
hand—by its selective contraction. A hysterogram, 
arteriography and transillumination of the abdominal 
cavity from the vagina may be helpful. 

Three cases of advanced ectopic pregnancy are re- 
ported of which one was peritoneal and another intra- 
ligamentary. The third patient was a primigravida 
with a history of 14 years of sterility and recent repeat- 
ed attacks of abdominal colic and slight vaginal bleed- 
ing during the present pregnancy. At laparotomy a 
huge ov: rian cyst was discovered which contained a 
fetus 35 cm. long in a larger section and the placenta 
and cord in a smaller compartment of a multilocular 
cystadenoma of the ovary. 

—W. Dieter Bergman, M.D. 


Estriol Excretion in Intrauterine Fetal Death. B. S. 
Ten BercE. Gynaecologia, Basel, 1960, 149: 40. 


URINARY ESTRIOL EXCRETION drops abruptly after 
fetal death. The autonomous action of capillaries in 
the villi of the placenta is discussed. The action is 
diminished by histamine and enhanced by proges- 
terone and acetylcholine. The blood flow of the moth- 
er in the intervillous spaces of the placenta is enhanced 
by this capillary action in the fetal vessels of the villi. 
The fetus draws the maternal blood in the intervillous 
spaces of the placenta. 

Serial estriol estimations in the urine were carried 
out in 77 instances of toxemia. Nine fetal deaths oc- 
curred in this series. When the fetus dies, estriol ex- 
cretion drops suddenly. The reason for this is prob- 
ably the outfall of the capillary action by which trans- 
port of blood from the intervillous spaces is decreased. 
Transport of estrogenic hormones is also diminished 
in toxemic placentas by the appearance of fibrin in 
the intervillous spaces and degeneration in the stromal 
and villous vessels. Production is lower by degenera- 
tion of the epithelium of the villi. Estriol excretion 
may be regarded as a reliable index of the state of the 
placenta and a useful guide in indicating when labor 
should be induced. Diminishing values during the 


last 6 weeks of pregnancy indicate placental degen- 
eration; under normal circumstances estriol excre- 
tion increases during this period. 

Values below 10,000 gamma per 24 hour urines 
indicate a real danger to fetal life; if values are below 
10,000 gamma per 24 hours, preference should be 
given to cesarean section as a means of delivery. 
Serial estriol determinations are useful as placental 
function tests and are helpful for the estimation of the 
date of induction of labor in severe toxemia. 

Statistical correlation between estriol excretion and 
clinical factors of toxemia in pregnancy and macro- 
scopic and microscopic features of the placenta is 
carried out. —RHarry Fields, M.D. 


Further Studies on Urinary Estriol Excretion During 
Pregnancy and Its Significance for Estimation of 
Placental Function and Dysfunction in Advanced 
Pregnancy. BERNARD ZONDEK and VERA PFEIFER. 
Acta obst. gyn. scand., 1959, 38: 742. 


THE PLACENTAL PRODUCTION of estrogenic hormone 
increases enough during the fourth and fifth months 
of pregnancy to make determination of the hormone 
in blood and urine a reliable test of placental func- 
tion. These assays also seem to register a disturbance 
much faster than do chorionic gonadotropins, pro- 
vided estriol, which constitutes 90 per cent of the total 
estrogen excretion, can be measured separately. This 
measurement can be made by partition between 
benzene-petroleum ether and water, and the amount 
can be measured photofluorometrically with rela- 
tively little error. Since the excretion during the day 
varies considerably, 24 hours specimens are necessary. 
Even then, daily values vary up to 60 per cent during 
pregnancy, so that only a constant decline of 70 per 
cent would be significant. Normal values in the 
absence of a pregnancy are in the neighborhood of 
100 gamma/24 hours; during the fifth month of preg- 
nancy they are 30 times as high—approximately 3,000 
gamma—and may reach 11,000 at term. A drop be- 
low 1,000 gamma/24 hours during the second half of 
pregnancy, or below 1 gamma/c.c., shown repeatedly, 
proves irreversible placental insufficiency. 

The authors were unable to demonstrate a signifi- 
cant decrease in estrogens coincident with or causa- 
tive of the onset of labor. In the case of twins, the rate 
of estriol secretion might reach as high as 40,000 
gamma/24 hours. In 20 cases of toxemia of pregnancy 
it was apparent that a considerable decrease, up to 
60 per cent, can occur without serious disturbance of 
placental function. Beyond those values a bad prog- 
nosis can be assumed and management should be 
guided accordingly. 

An absolute value of less than 3,000 gamma/24 
hours, on the other hand, after the fifth month of 
pregnancy seemed to have a more serious significance 
in the presence of toxemia. The production of chori- 
onic gonadotropins was not consistently elevated in 
toxemia and seemed to be unrelated to the severity 
of the disease. 

The wide variations in these figures seem to point 
out that the placenta possesses a great capacity for 
functional regeneration or hyperfunction of the re- 
maining intact tissue in order to sustain fetal life. 

—W. Dieter Bergman, M.D. 
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Colpocytologic Study in Cases of Threatened Abor- 
tion During the First Trimester of Pregnancy 
(Studio colpocitologico nelle minacce di aborto del 
primo trimestre di gravidanza). CESARE PasQuINUCCI. 
Ann. ostet. gin, 1959, 81: 971. 


RESEARCH WORKERS have always been rewarded by 
ample clinical material when they have devoted their 
energies to the studies of the pathologic conditions 
found in women who present symptoms of threatened 
abortion and abortion proper. Cytologic studies made 
on vaginal smears have greatly aided our understand- 
ing of this complicated subject. During the third 
month of a normal pregnancy both karyopyknosis and 
an increase in the intermediary basophilic cells in the 
vaginal smears are noted. The author considers patho- 
logic any level higher than 20 per cent for acidophilia 
and 50 per cent for pyknosis. 

The observations reported are based on 50 women 
who were hospitalized because of threatened abor- 
tion. Progestinic hormone therapy was instituted in 
the form of 20 mgm. per day of 17-ethynyl-19- 
nortestosterone given orally. The author claims suc- 
cess in 77 per cent of the cases. Hormonal imbalance 
is given as the reason for the oncoming symptoms of 
threatened abortion. Failure to correct this occurred 
in only 8 patients. The discussion makes it clear that 
no definite proof can be elicited to show any action by 
the therapy used on hormone levels or acidophilic 
and pyknosis percentages. —Vincent Ippolito, M.D. 


Vaginal Cytology as a Guide to the Treatment of 
Habitual Abortion. B. Hocusrarpt, W. Lance, and 
H. Sprra. 7. Obst. Gyn. Brit. Empire, 1960, 67: 102. 


‘THE PURPOSES of the present study are to describe 
the criteria for and the interpretation of cytologic 
findings in hormonal disturbances of pregnancy, to 
apply this method in the diagnosis of hormonal fac- 
tors in habitual abortion, to compare the value of 
this method with quantitative chorionic gonadotropin 
titers, and to draw conclusions about the reliability 
of the cytohormonal method in aiding in selection of 
therapy. During the period between the second and 
fourth month, chorionic gonadotropic values greater 
than 8,000 I.U. per liter of urine are considered nor- 
mal; 4,000 to 8,000 I.U. per liter are considered rela- 
tively low, and values less than 4,000 I.U. per liter, 
pathologically low. The cytologic picture of the nor- 
mal and hormonally disturbed pregnancy may be 
classified into four types: (1) normal pregnancy smear 
(may show cytolysis); (2) slight progesterone defi- 
ciency; (3) moderate progesterone deficiency; and 
(4) marked progesterone deficiency. 

In 118 of 140 patients evaluated, or 84 per cent, 
progesterone deficiency was detected by the differ- 
ential count of the vaginal smear. In 27 cases there 
was a Slight progesterone deficiency, in 71 cases a 
moderate deficiency, and in 20 cases a marked defi- 
ciency. Low chorionic gonadotropic values were 
found in 56 cases or 40 per cent. Eighty-nine pa- 
tients with progesterone deficiency proved by smear 
received progesterone in graded doses; of these, 69, 
or 78 per cent, reached full term. Of 29 patients 
with diagnosed progesterone deficiency who, for 
various reasons did not receive progesterone, only 7 
reached term and 22 aborted. 


There is a difference between chorionic gonadotro- 
pin values—detection in 40 per cent and the cytologic 
smear—detection in 84 per cent—in proving endo- 
crine deficiency. The cause of this difference may be 
that progesterone deficiency results from a lack of 
chorionic gonadotropin which is elaborated by the 
trophoblast for the purpose of maintaining proges- 
terone secretion. In these cases, deficient smears and 
low chorionic gonadotropin values are found. In 
other cases, the chorionic gonadotropin-secreting 
Langhans’ cells of the villi may be normally active 
with a lack of response in the progesterone-secreting 
tissue. In such instances, progesterone deficiency will 
be noted, but chorionic gonadotropin values will be 
normal. In general, the method of exfoliative cytology 
appears clearly to be the more sensitive technique. 

— Warren R. Lang, M.D. 


“Clear Glands” in the Endometrium in the Diagnosis 
of Uterine Abortion and a Contribution on De- 
layed Menstrual Discharge (Die Bedeutung der 
“Hellen Druesen” im Endometrium fuer die Diagnose 
des uterinen Abortes. Zugleich ein Beitrag zur “ver- 
zoegerten menstruellen Abstossung”’). Lupwic Over- 
BECK. Geburtsh. @ Frauenh., 1959, 19: 1098. 


‘THE AUTHOR has previously reported on the high 
frequency of the occurrence of “clear glands” in 
the endometrium in cases of tubal pregnancy. He has 
further studied the occurrence of “clear glands” in 
the endometrium in cases of uterine abortion. One 
hundred and seventeen cases were studied and re- 
ported upon. 

The so-called ‘clear glands” represent remnants 
and involutional forms of the decidua spongiosa and 
are found in cases of tubal pregnancy and uterine 
abortion. In addition to the “clear glands” in the 
endometrium, other histologic signs are frequently 
found. Among these are isolated placental villi, indi- 
vidual chorial cells, hyaline decidual foci, and mani- 
festations of hyalinization of the blood vessels, all 
of which point to uterine abortion. However, they 
are seldom the only signs of uterine abortion and are 
therefore of less importance in the diagnosis of uterine 
abortion than in that of tubal pregnancy. 

That the “clear glands” are a specific indication of 
pregnancy has been shown by a comparative study 
of 1,600 curettages performed on sexually mature 
women showing neither clinical nor histologic signs 
of pregnancy. “Clear glands” were found in only 
1.2 per cent of these patients. Thorough clinical, 
histologic, and histochemical re-examination of these 
patients subsequently produced other evidence of a 
terminated pregnancy. 

In addition, the author finds it probable that the 
picture of “incomplete” or “delayed and prolonged” 
discharge often conceals an early abortion. The “clear 
glands” are important in differential diagnosis. 

— Miriam Miller, M.D. 


Habitual Abortion Caused by Cervical Incompe- 
tence, a Simple Method of Treatment. Brpricu 
Gans and BENJAMIN ECKERLING. Gynaecologia, Basel, 
1960, 149: 33. 


A SIMPLE METHOD for suture of the cervix in the third 
or fourth month of pregnancy is presented, and 23 
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cases of habitual abortion due to incompetence of the 
internal os are reported. 

Criteria for treatment are three or more consecu- 
tive abortions in the second trimester, excluding 
missed abortions, and the diagnosis of cervical incom- 
petence based on the following data: (1) Shape of the 
portio vaginalis (the funnel-shaped portio is suspect 
of incompetence); (2) examination by uterine sound 
revealing tears or enlargement of the internal os; 
(3) easy passage without resistance of a Hegar dilator 
No. 6 or a larger one through the internal os; (4) hys- 
terosalpingography with lipiodol showing a wide in- 
ternal os; and (5) examination during gestation re- 
vealing a shortened portio vaginalis and gaping of the 
internal os. 

For the suturing a stainless steel twisted wire No. 
0.15 mm., 40 cm. in length is used on a large cutting 
edge needle. The suture is placed about 3 cm. above 
the external os, at the level of the internal os, through 
the cervix and underneath the bladder from left to 
right. After removal of the needle a thin polyethylene 
tube 2 cm. long is placed at either end of the suture 
(to protect the cervix from pressure of the wire from 
the outside). The wire is then reinserted into the 
needle and a suture is placed through the posterior 
wall of the cervix, at the same level as the first one. 
The ends of the suture are tied firmly, cut short about 
2 cm. above the knot and secured by twisting. The 
wire remains in situ until the end of the ninth month 
of pregnancy or is removed if labor starts earlier. No 
difficulties have been encountered in the removal of 
the wire. Patients are kept at bedrest for about 10 days. 

Of the 23 patients reported, 17 have delivered, 3 
of them prematurely, yet the children survived. One 
child died in utero because of premature separation 
of the placenta. Four patients aborted because of 
factors additional to cervical incompetence. The re- 
sults indicate that this procedure is worthy of further 
use. The technique of the procedure is simple and 
trauma is minimal. The patients do not complain of 
pain after the suturing. —RHarry Fields, M.D. 


Septic Abortion. RopeERT CHARLES KNAPP, MELVILLE 
A. Piatt, and R. Gorpon Douctas. Obst. Gyn., 1960, 
15: 344, 


DurING THE 5 YEAR PERIOD beginning 1 January 1953 
and ending 31 December 1957, 2,138 patients with 
abortion were numbered among the 22,874 pregnant 
patients admitted to the New York Hospital, New 
York. These figures yield an abortion incidence of 
8.5 per cent. During this period 124 of the abortions 
were classified as septic, an incidence of 5.8 per cent. 

During the 5 year period studied, there has been no 
appreciable change in the ratio of septic or nonseptic 
abortions to total pregnancies. The incidence of septic 
abortions was almost 3 times higher in Negro pa- 
tients than in white patients. 

It is significant that 79, or 63.7 per cent of the septic 
group and only 39, or 1.4 per cent, of the nonseptic 
group patients were single, separated, or divorced. 
Both septic and nonseptic abortions occurred most 
frequently in the 26 to 30 age group. 

In 55 patients cervical and uterine cultures were 
taken at the completion of abortion in the operating 
room. Streptococci appeared more commonly in the 


septic group, while staphylococci were more prevalent 
in the nonseptic control series. 

Abortions are usually completed promptly by 
curettage at The New York Hospital. However, if the 
pregnancy is 14 weeks or greater, curettage is deferred 
and the patient is treated with oxytocics. In the late 
abortions the placenta is often expelled intact, and 
surgical interference is not necessary. It is this group 
which accounts for the 12.1 per cent that were treated 
medically. Most septic patients received antibiotics, 
96 per cent. There was 1 maternal death. There were 
no follow-up studies in 24.2 per cent of the patients. 

When coli-aerogenes or welchii bacilli are cultured 
regardless of the extent of the infection, and in those 
patients with extrauterine spread of infection or peri- 
tonitis, the infected products of conception should be 
removed immediately by an experienced operator. 

—Byford F. Heskett, M.D. 


Enterobacillary Septicemia and Bacterial Shock in 
Septic Abortion. Rosert M. Deane and Kern P. 
RussELu. Am. 7. Obst., 1960, 79: 528. 


‘THE AUTHORS have reviewed a series of 1,680 abor- 
tions from the Los Angeles County Hospital, Los 
Angeles, California and encountered 27 cases of en- 
terobacillary septicemia during a 6 month period, 6 of 
which terminated fatally. 

Criminal interference was admitted in 80 per cent 
of the severely ill patients and had on the average 
taken place 6 days before admission at approximately 
12 weeks’ gestation. Bleeding was commonly the pre- 
senting symptom but was rarely severe. The cervix 
was closed in one-half of the severely ill patients, 
which lent support to the belief that the uterine con- 
tents in a closed abscess cavity can hardly ever be ster- 
ilized by systemic antibiotic therapy. 

Escherichia coli was found in 18 of 27 patients, 
Pseudomonas aeruginosa in 3, and Proteus vulgaris in 
2. All organisms were sensitive to streptomycin, but 
its effect by intramuscular administration in vascular 
collapse is doubtful. Chloramphenicol was the next 
most effective antibiotic and was obviously the drug of 
choice by any route. 

The authors agree that surgical evacuation of the 
uterus should be considered if adequate control of 
septicemia cannot be accomplished. The authors have 
had good experience with neosynephrine hydrochlo- 
ride in early shock and with levophed in the more se- 
vere cases. Hydrocortisone medication to counteract 
adrenocortical failure, and adjustment of electrolytes 
to prevent acidosis are often indicated. If renal tubu- 
lar necrosis is impending, fluid restriction and careful 
fluid replacement are necessary. Whole blood transfu- 
sions may be hazardous in the presence of susceptibil- 
ity of these patients to pulmonary congestion, and 
washed red cells are often preferable in the treatment 
of profound anemia. —W. Dieter Bergman, M.D. 


Vascular Collapse Complicating Septic Abortion. 
Leon L. Apcocx and Erick Y. HAKANSON. Am. 7. 
Obst., 1960, 79: 516. 


THE AUTHORS report 6 cases of abortion complicated 
by septicemic shock with 2 deaths. All patients had 
vascular collapse without significant blood loss, and 
overwhelming infection and toxemia were present. 
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In the treatment of this condition norepinephrine 
and metaraminol bitartrate are useful for dilating the 
hepatic veins and increasing coronary and renal blood 
flow and the venous return to the heart. Vasopressor 
agents, however, should be restricted to the least 
amount necessary for the maintenance of renal func- 
tion. The authors believe that the elimination of the 
focus of infection, the removal of necrotic tissue, and 
the establishment of drainage are imperative to avoid 
progressive endotoxic shock. 

The first aim of emergency treatment is support of 
the blood pressure with vasopressor agents. Blood and 
urine cultures must be obtained prior to the initiation 
of antibiotic therapy. Escherichia coli, Aerobacter 
aerogenes, and Proteus vulgaris are most often the 
causative agents and will usually respond to a com- 
bination of wide spectrum agents until sensitivity 
studies are completed. If intravenous oxytocin in- 
fusions are not effective in completing the abortion 
and reducing hemorrhage, the uterus should be 
evacuated within 12 hours. In patients with a history 
of criminal abortion, a prolonged febrile course, and 
vascular collapse a culdocentesis might be indicated 
to determine the absence or presence of suppurative 
peritonitis. Laparotomy, removal of the pelvic 
genitalia, and peritoneovaginal drainage might be 
lifesaving in such severe conditions. 

—W. Dieter Bergman, M.D. 


LABOR AND COMPLICATIONS 


Critical Evaluation of Induction and Conduct of 
Labor (Juicio critico y resultados de la induccién y 
conduccién del parto). RopERTO CALDEYRO-BARCIA, 
HERMOGENES ALVAREZ, JUAN J. PosErRO, SERAFIN V. 
Pose, and Others. Gin. & obst., Peru, 1959, 5: 88. 


THE AUTHORS present a comprehensive review of the 
literature and of their own experiences in the induc- 
tion and conduct of labor with synthetic oxytocin. 

A chart of findings in 50 personally managed cases 
illustrates the course of labor and delivery induced by 
oxytocin, with dosage and results obtained in cases of 
complete immaturity of the cervix and the time re- 
quired for dilatation of the cervix in multiparas and 
primiparas and in early rupture of the membranes. 


Rupture of the membranes is considered inferior to: 


infusion of oxytocin for induction of labor because it 
involves risk of infection of the fetus. The effect of the 
infusions on uterine tonus and coordination of con- 
tractions and the influence of the stage of pregnancy 
upon uterine response to oxytocin are discussed 
thoroughly. 

The infusion of oxytocin should be continued at the 
same rate after expulsion of the placenta from the 
uterus and the rate then increased to produce uterine 
tachysystole and hypertonia in order to reduce the 
myometrial circulation and loss of blood. 

—Edith Schanche Moore 


Promethazine in Obstetrics. JoHn N. PANNULLO and 
Dantet M. Cerone. 7. M. Soc. N. Jersey, 1960, 57: 65. 


ANALGESIA in obstetrics is designed to diminish anx- 
iety, control pain, and serve as a preoperative, pre- 
anesthetic medication. At least 68 drugs or analgesic 
techniques are currently available for this purpose. 


Promethazine has certain pharmalogic properties 
which suggest its usefulness as part of the analgesic 
regime for obstetric patients. A group of 100 patients 
were given 50 mgm. of promethazine in combination 
with morphine sulfate and scopolamine as analgesia. 
The response was considered excellent in 16 per cent, 
good in 55 per cent, and poor in 18 per cent. In 11 
per cent of the patients no evaluation was made be- 
cause of the lack of time. The average duration of 
labor was 15 hours for the nulliparous and 10 hours 
for the multipara. There were no serious variations in 
the vital signs and no patient had any untoward reac- 
tion to the drug. Four per cent of the babies required 
resuscitation. 

This analgesic regime was subsequently carried out 
on 600 additional patients with similar results. 

— James F. Donnelly, M.D. 


Promazine for Obstetric Sedation-Analgesia. G. B. 
Pottock, J. J. Spitzer, and D. J. Mason. Obst. Gyn., 
1960, 15: 504. 


PROMAZINE was administered to approximately 4,000 
parturients, with or without meperidine or scopola- 
mine, over a 2 year period. The cases of the first 380 
patients are reported in detail. The experience of 
these cases is representative of the entire series. About 
50 per cent received promazine, 25 or 50 mgm. with 
25 or 50 mgm. of meperidine by slow intravenous 
drip during the first stage. The others received a dose 
intramuscularly. 

The response was prompter and more pronounced 
after administration by the intravenous route. Seda- 
tion was excellent in 98 per cent and fair to good in 
2 per cent. Analgesia was evaluated as excellent in 99 
per cent and good or fair in the remaining 1 per cent. 
Amnesia was excellent in 99 per cent. In only one 
patient was the result poor in this respect. Adequate 
dosage is apparently the means to avoid poor results. 
Nausea and vomiting during labor and delivery and 
post partum were practically eliminated. After ad- 
ministration of promazine it was possible to detect 
a transitory shortening of the length of the contrac- 
tions but no alteration in the frequency or intensity. 

The infants were not affected by the medication, 
even though in some cases the injection was given 10 
to 30 minutes before delivery. All infants were evalu- 
ated by means of an Apgar score. The authors were 
unable to detect the presence of promazine in the 
blood and urine of newborns. They concluded that 
the compound did not pass through the placental 
barrier in any significant amount. 

—Harry Fields, M.D. 


Spatulas and the Toboggan Maneuver (Les spatules. 
Manoeuvre du toboggan le T.). E. Turerry. Presse 
méd., 1960, 68: 317. 


Tuts AUTHOR has devised an apparatus that is related 
to the obstetric forceps. It differs from the forceps in 
its construction and in its handling. The handles do 
not cross and each branch is manipulated individual- 
ly 


The toboggan maneuver consists of having the 
presenting part slide on one spatula while the other 
spatula is active. Thus, rotation of the head is effected 
by moving the anterior spatula only; descent of the 
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head is obtained by using the spatulas as a vis a tergo 
and trying to make the head slide on the surfaces by 
slight downward oscillations of the spatulas. Flexion 
of the head is accomplished by slight up and down 
oscillations of the spatulas. 

There follows a detailed description of the maneu- 
ver when the head is in occipitotransverse position. 
The illustrations are good but as the author warns 
the reader, “ the maneuver is easier to perform than to 
describe.” 

Finally, a plea is made to use the spatulas for 
delivery of premature babies in order to prevent 
the possibility of brain injury. 

—jules E. Leclerc, M.D. 


Cervical Incisions in Present Day Obstetrics. LEon A. 
Carrow. Am. 7. Obst., 1960, 79: 557. 


THE AUTHOR believes that cervical incisions still have 
aselective and justifiable role in present-day obstetrics 
when the conditions and indications are right for 
them. 

In 10,191 deliveries of both clinic (Chicago Ma- 
ternity Center, Chicago, Illinois) and private patients 
over a 5.5 year period, cervical incisions were used in 
59 instances, 0.57 per cent, in order to effect complete 
dilatation and/or delivery. The indications for cervi- 
cal incisions were categorized on the following basis: 
(1) no progress in labor, but without apparent fetal 
distress; (2) normal progress in labor, but evidence of 
fetal distress; and (3) no progress in labor, associated 
with apparent fetal distress. There were 36 cases in 
the first category of indications, 17 in the second, and 
5 in the third. In 2 patients cervical incisions were 
performed for other indications. One patient had a 
spontaneous premature breech delivery and the cervix 
was found to be tightly applied to the head. A cervical 
incision at 6 o’clock permitted delivery. The other 
patient had a prolonged labor of 48 hours’ duration 
at home, which was followed by death of the fetus. 
Delivery in the hospital was accomplished by cervical 
incisions from 4 cm. dilatation, craniotomy, and 
extraction. 

The author emphasizes that the following condi- 
tions must be present before cervical incisions are 
attempted: (1) cervix must be completely effaced; 
(2) membranes must be ruptured; (3) head in cephalic 
presentation must be well engaged; and (4) there 
must be no cephalopelvic disproportion. 

There was 1 fetal death and 1 neonatal death, 
3.27 per cent, and there was no maternal mortality. 
The neonatal death occurred on the ninth day of life 
and was due to streptococcal bronchopneumonia; in 
the mother of this infant an intrapartum sepsis 
developed at home and she was hospitalized after 42 
hours of labor. 

Immediate postpartum complications included ex- 
tension of the cervical incisions with postpartum 
hemorrhage in 2 cases and postpartum hemorrhage 
in 15 cases, 9 of which were due to vaginal lacerations. 
There were 2 cases of postpartum sepsis, both occur- 
ring in patients who had intrapartum sepsis. Of the 
late results 40 patients had good healing of the cervix; 
7 healed fairly well; 5 healed poorly; and the results 
in 7 cases were not reported. 

—Lawrence I. Bernard, M.D. 


Cesarean Section (Operagao cesariana). MARTINIANO 

FERNANDES. Rev. gin. obst., Rio, 1960, 54: 17. 

THE AUTHORS comment on 2,083 cesarean sections 
which were performed at the Maternity Hospital of 
Ezcruzilhada in Recife, Brazil, and in a private clinic, 
with an incidence of 2.4 per cent and 5 per cent, 
respectively. The uncorrected mortality was 1.7 per 
cent and 1.2 per cent, respectively, and was consid- 
ered high. The two commonest causes of death were 
acute anemia and infection to which must be added in 
the case of the hospital group, delay in spite of indi- 
cations for cesarean section. 

With regard to morbidity stress is laid on the sig- 
nificance of puerperal endometritis. 

The author records 35 cases of reopening of the scar 
of a former cesarean section, in 23 of which the course 
was quite smooth and there were few symptoms. 
Thanks to properly conducted labor tests normal 
delivery was possible in 30 per cent of the cases. For 
this reason the author believes that the maxim “Once 
a section always a section,” adopted by some Ameri- 
can obstetrical schools, is exaggerated. 

—Hellmut Mattheis, M.D. 


The Pfannenstiel Incision in Abdominal Cesarean 
Section (A inciséo de Pfannenstiel para a cesdrea 
abdominal). JoRGE pE REzENDE, PauLO BELFORT 
Rocerto Rocco, and JEAN CLaupE NAHouM. 
Rev. gin. obst., Rio, 1959, 53: 631. 


THE AuTHORS have performed 519 cesarean sections 
with the cutaneous incision of Pfannenstiel and present 
a comparative study of the results in relation to those 
of cesarean sections in which the longitudinal incision 
was used. The factors considered were: time of fetal 
extraction, duration of operation, maternal and fetal 
mortality, and maternal morbidity. The authors be- 
lieve Pfannenstiel’s incision is highly advantageous. 
They use it as a matter of routine and recommend its 
systematic use for any obstetric case in which a 
cesarean section is indicated. 

The average time for the fetal extraction was 
7 minutes versus 6 minutes for the longitudinal 
incision. The total time spent on the procedure was 45 
to 55 minutes with a minimum time of 25 minutes for 
both techniques. There was no maternal mortality in 
the series of 519 cases in which the Pfannenstiel in- 
cision was used. In the series in which the longitudinal 
incision was used one death occurred, but it was not 
related to the type of incision. No fetal death could be 
attributed to the type of incision used since either the 
fetus was dead prior to the section or it was premature. 
There was 1 instance of maternal morbidity in which 
the urinary bladder was inadvertently opened when 
the peritoneal cavity was entered. Wound hematomas 
and abscesses were more common with the Pfan- 
nenstiel incision, 5.1 per cent against 2.4 per cent. 
There was no case of separation of the skin edges with 
the Pfannenstiel incision; separation occurred in 1.8 
per cent of the cases in which the longitudinal in- 
cision was used. There was 1 case of peritonitis 
(amnionitis and subhepatic abscess) in the group of 
transverse incisions. There was a 0.6 per cent in- 
cidence of pelviperitonitis in both series; and in both 
series this complication occurred when the patient 
had been examined by midwives prior to admission. 
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There was 1 case of ureterouterine fistula in the 
transverse incision group. Eventration occurred in 2 
patients (0.6 per cent) of the transverse incision group, 
and in 1 (0.6 per cent) of the longitudinal incision 
group. —Hellmut Mattheis, M.D. 


Rupture of the Uterus (Rotura uterina en la materni- 
dad “Concepcion Palacios’ de enero 1949 a agosto 
1958). Jutto CatcaNo R. Rev. obst. gin. Caracas, 1959, 
19271. 


THE INCIDENCE of rupture of the uterus in a series of 
222,152 deliveries at the Concepcion Palacios, Cara- 
cas, Venezuela was 231 cases, or 1 rupture in every 
962 deliveries, 0.104 per cent. Comparative statistics 
from 13 authors of the United States, Venezuela, 
Bolivia, Mexico, Paraguay, and Brazil, from 1931 to 
1958, show an incidence ranging from 1 in 120 cases 
to 1 in 2,662 cases. 

The rupture was traumatic in 128 cases, spon- 
taneous in 71 cases, and due to a previous scar in 65 
cases. Most of the ruptures, 42, were due to forceps 
delivery, 36 were attributable to podalic extraction, 
33 to version, 5 to manual extraction of the placenta, 
10 to embryotomies, and 2 to the Braxton-Hicks in- 
tervention. Spontaneous ruptures were due to faulty 
presentations, 21 cases; fetopelvic disproportion, 17 
cases; inadequate use of pitocin, 14 cases, unnatural 
anus in lymphogranulomatosis, 2 cases; abdominal 
pregnancies, 2 cases; and, in 1 case each, chorio- 
nepithelioma complicating pregnancy, placenta acreta, 
the Kristeller maneuver, previous tumor, and manual 
dilatation of the cervix. In 10 cases the cause of rup- 
ture could not be ascertained. Of the 65 cases of rup- 
ture in patients with a previous scar, only one was due 
to a hysterorrhaphy for perforation of the uterus. The 
other 64 concerned scars from previous cesarean 
operations. For some undetectable reason uterine 
rupture after cesarean section has increased. 

The authors stress the importance of prevention of 
rupture by careful prenatal observation of all mothers 
with suspicious obstetric histories, most careful atten- 


tion during delivery to permit correct use of oxyto- 
cics, and observation of any contraindications to in- 
tervention. At the Concepcion Palacios, rupture of 
the uterus is most frequently treated by hysterorrh- 
aphy followed in the great majority of cases by 
tubal ligation, unless there is justification for conserv- 
ing the reproductive function. 

The maternal mortality rates of 14 authors are 
listed, ranging from 8.4 to 61.9 per cent. The mortal- 
ity rate of this series fell from 39.9 per cent in the early 
cases to 6.6 per cent in late cases. Fetal mortality was 
53.7 per cent. —Edith Schanche Moore 


NEWBORN 


Respiratory and Cardiovascular Alterations During 
the Process of Anoxic Death in the Newborn. §S. 
Cassin, H. G. Swann, and B. Cassin. 7. Appl. Physiol., 
1960, 15: 249. 


A SYSTEMATIC INVESTIGATION was conducted during 
the process of anoxic death in newborn pups, rabbits, 
and kittens less than 24 hours old. Simultaneous 
measurements of respiration, heart rate, and blood 
pressure were made. Considerable individual varia- 
tion in the respiratory responses of newborn animals 
breathing nitrogen was noted. Under hypoxic con- 
ditions, respiratory failure may follow circulatory 
failure in the adult, whereas in the newborn, respira- 
tory failure always occurred long before circulatory 
failure. 

The effect of anoxia on the cardiovascular system 
of the newborn at the time of the last breath was not 
as pronounced as might have been anticipated. Great 
individual differences with respect to blood pressure 
and heart rate throughout the period of anoxia were 
noted. The systolic blood pressure, on the average, 
was seen initially to fall more rapidly than the dias- 
tolic blood pressure or heart rate; it then slowly 
tapered off. The circulatory system was noted to 
function, although at hypotensive levels, for long 
periods of anoxia. —Alan Rubin, M.D. 
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PROSTATE AND SEMINAL VESICLES 


Prostatic Calculosis (Rilievi statistico-clinici sulla calcosi 
prostatica). Enrico Dormia and Bruno TERUZzzI. 
Arch. ital. urol., 1959, 32: 358. 


TWENTY-SEVEN CASES of prostatic calculosis and 1 in- 
stance of urethroprostatic calculosis have been ob- 
served at the Urologic Institute of the University of 
Milano, Milano, Italy. This number comprised 2.4 
per cent of the cases of urinary calculosis observed at 
this institute during the past 10 years. The majority 
of these patients were from 30 to 50 years of age. This 
prostatic condition was associated in 1 patient with 
pyelorenal, in 2 with ureteral, in 4 with vesical, and in 
1 with urethral calculosis. 

Of the subjective disturbances the most common was 
pollakiuria; however, 1 patient had no symptoms at 
all. Of the objective findings, crepitation was dis- 
covered in 5 instances; the 3-glass test was carried out 
in 10 patients and was positive in 6. 

The roentgenologic examination disclosed: in 3 pa- 
tients, a unilateral prostatic calculus; in 4, a bilateral 
calculus; in 19, a scattering of small prostatic stones; 
and in 1 patient there was a complete calcific “‘cast” 
of the prostatic outline. In the original text a repre- 
sentative roentgenographic reproduction for each of 
these 4 groups is appended. 

The treatment consisted of general medical therapy, 
with antibiotics and chemotherapeutic drugs in 13 
patients; in the other 14 patients, a prostatectomy was 
performed. In 1 of the 13 medically treated patients 
an endoscopic electroresection of the bladder was car- 
ried out. The medical therapy was limited to patients 
in whom the general condition of the sufferer or the 
paucity of symptomatology spoke against the advis- 
ability of a surgical intervention. The prostatectomies 
were performed intravesically according to the tech- 
nique of Marion. The authors assert that, in order to 
avoid the possibility of the development of a secondary 
inflammatory involvement of the epididymis, it is ad- 
visable to ligate and section the vas deferens, even 
though the radical prostatectomy does not appear to 
be necessary. —John W. Brennan, M.D. 


— of the Prostate Gland in Diagnosis of Can- 
cer. B. G. Crarke and Sopuia B. Bamrorp. 7. Am. 
M. Ass., 1960, 172: 1750. 


CELLULAR MATERIAL considered sufficient for reliable 
cytologic interpretation was obtained from 306 pa- 
tients by prostatic massage. The strictly cytologic re- 
sults then were compared with the combined results 
of (a) classic rectal findings, (b) roentgenographic 
evidence of osseous metastasis, (c) significant elevation 
of serum acid phosphatase, (d) typical reaction to 
endocrine treatment, or (e) histologic evidence of 
malignancy. 

A false-positive diagnosis of carcinoma occurred 
only once. Forty-five per cent of secretions obtained 
by prostatic massage contained insufficient cellular 
material for diagnosis. 


The authors’ experience indicates that rectal palpa- 
tion of the prostate in patients more than 50 years of 
age remains the best means for diagnosis of carcinoma 
in its early asymptomatic stage when it is still curable 
by radical prostatectomy. Palpation is also as accurate 
as any single available method for diagnosis of in- 
operable prostatic cancer requiring palliative treat- 
ment. Cytodiagnosis yields few false-positive results 
and is of corroborative value for diagnosis in patients 
with inoperable cancer. However, its use may be open 
to criticism because vigorous massage may dissemi- 
nate the cancer throughout the vascular and lym- 
phatic systems. In patients with localized, operable 
lesions, biopsy techniques should be used cautiously 
because of the possibility of cancer implants. Palpable 
prostatic nodules which are suggestive of malignancy 
but which are localized within the confines of the 
gland are best handled by surgical exposure, biopsy, 
and radical prostatovesiculectomy if indicated. 

—David Rosenbloom, M.D. 


SCROTUM AND TESTES 


Etiology of the Idiopathic Hydrocele. Antony F. 
Wat ace. Brit. 7. Urol., 1960, 32: 79. 


IN THE IDIOPATHIC HYDROCELE the testis is normal 
and there is no evidence suggestive of overproduction 
of fluid. Hydrocele fluid has the composition of a 
transudate. Absorption of the fluid must be by way 
of the lymphatic system. Urinary excretion of chemi- 
cals injected into the normal tunica vaginalis is much 
slower than would be expected were absorption into 
blood capillaries taking place. Similar injections into 
idiopathic hydroceles demonstrate even slower ab- 
sorption, although abundant blood capillaries are 
present. There is direct evidence that lymphatic ves- 
sels are absent from the parietal layer of the tunica 
vaginalis in idiopathic hydroceles and from the pro- 
cessus vaginalis testis in babies with hydroceles. Hy- 
drocele fluid collects because of failure of lymphatic 
absorption; later the sac wall thickens and prevents 
further absorption. It seems probable that low-grade 
inflammatory lesions of the epididymis in old men, 
and trauma in young men, damage lymph vessels, all 
of which pass over the surface of the epididymis on 
their way up to the cord. An idiopathic hydrocele 
follows. —David Rosenbloom, M.D. 


Tuberculous Epididymitis. James G. Gow. Urologia, 
Treviso, 1960, 27: 117. 


THE ROUTE by which tubercle bacilli reach the epi- 
didymis has not been definitely established. Some in- 
vestigators believe that the tubercle bacilli get to the 
epididymis through the lumen or the vas. Others think 
that the bacilli enter through the lymphatics. The 
theory most favored is that the bacilli invade the epi- 
didymis through the bloodstream. Tuberculous epi- 
didymitis, therefore, is not an isolated disease but a 
manifestation of tuberculosis located elsewhere in the 
body. 
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Tuberculous epididymitis occurs most commonly in 
the second, third, and fourth decades. Seventy-five 
per cent of the patients have a previous history of 
tuberculosis. The presenting symptoms are those of 
swelling of the scrotum, pain, inflammation, and the 
presence of discharging sinuses. The condition was bi- 
lateral in 34 per cent, and 50 per cent of patients had 
a sinus tract when first seen. Patients with tuberculous 
epididymitis should be treated by means of chemo- 
therapy, the course usually lasting 6 months, and the 
patient preferably in a sanatorium. Epididymectomy 
is becoming an infrequent procedure. 

Of the 129 patients treated, 28 died, 11 per cent 
showed atrophy of the testis, and in 12 contralateral 
epididymitis developed after previous epididymec- 
tomy. —S. Richard Muellner, M.D. 


Clinical, Morphologic, and Biochemical Studies of a 
Virilizing Tumor in the Testis, KENNETH Savarp, 
Ravpu I. DorrMan, BaGccetT, Linpa L. FIELD- 
ING, and Others. 7. Clin. Invest., 1960, 39: 534. 


THE AUTHORS have made an attempt to determine the 
exact nature of the compounds produced by a viriliz- 
ing testicular tumor excised from a 5 year old white 
male patient. The microscopic examination of the ex- 
cised testis revealed a tumor made up of solid sheets 
of cells broken by an occasional thin, vascular, fibrous 
tissue septum. The cells were irregular, polyhedral in 
shape, and occasionally had indistinct boundaries, 
although in most areas the cell boundaries were very 
clearly defined. The most striking cytologic feature 
was the presence of a variety of cytoplasmic inclusions. 
These inclusions were studied extensively. The patho- 
logic diagnosis was interstitial cell tumor of the right 
testis. 

Certain biochemical activities were demonstrated 
by the tumor in this case. The 11B-hydroxylase ac- 
tivity and the formation of 11B-hydroxyandrostene- 
dione and related compounds more closely resembled 
those associated with adrenal cortical tissue than with 
testicular tissue. 

A histologically significant finding in the case re- 
ported was the presence of crystalloids of Reinke. 
These crystalloids have never been described in ad- 
renal cortical tissue. They have also been absent in the 
previously reported cases of prepubertal interstitial 
cell tumors. 


This detailed study demonstrates that the virilizing 
properties of this tumor may be attributed to two 
principal androgenic steroids, testosterone and 4- 
androstenedione, whose formation in the tumor is 
consistent with the mechanism of androgen biosyn- 
thesis recently postulated for normal testicular tissue, 

—Peter L. Scardino, M.D. 


Nuclear Sex of Testicular Tumors and Some Related 
Ovarian and Extragonadal Neoplasms. Ericu A, 
Tuetss, Davip J. B. AsHLEy, and F. K. Mosrort, 
Cancer, 1960, 13: 323. 


THE AUTHORS have applied the method of nuclear 
sexing to a study of testicular tumors and some related 
ovarian and extragonadal neoplasms. 

Similar observations have been extended to neo- 
plastic cells from both female and male patients. The 
chromatin mass is seen in tumor cells from female 
patients but is lacking in tumor cells from male 
patients. In general, tumors have the chromosomal 
sex of their host. 

This report included a study of 96 testicular tera- 
tomas, 148 other testicular tumors, and 45 ovarian 
and 27 extragonadal neoplasms. 

There are apparently three modes of origin of 
gonadal tumors: The stromal and interstitial cell 
tumors arise from diploid, nongerminal cells; semi- 
nomas and dysgerminomas from germ cells before 
reduction division; and teratomas and embryonal 
carcinomas from haploid germ cells by means of 
autofertilization. This histogenetic interpretation is 
based on the study of the 316 tumors. The cells of the 
25 ovarian teratomas and the 20 dysgerminomas were 
of the same nuclear sex as that of the host, namely, 
female. The 50 testicular seminomas, 25 interstitial 
cell tumors, and 23 gonadal stromal tumors did not 
contain a sex chromatin mass and were therefore all 
male nuclear sex. Some discrepancy was observed, how- 
ever, in the teratomas and the embryonal carcinomas 
of the testis as well as in the mediastinal teratomas 
inasmuch as a number of these tumors were of female 
nuclear sex, although the tissues were removed from 
male patients. Of prognostic significance was the 
observation that in the testicular teratoma group no 
significant difference was noted in the follow-up study 
of the natural course of “‘ male” and “‘ female” tumors. 

—Peter L. Scardino, M.D. 
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SURGERY OF THE GENITOURINARY TRACT 


KIDNEYS AND URETERS 


Mesenchymal Hamartomas of the Kidney. Maurice 
L. Perou and Peter T. Gray. 7. Urol., Balt., 1960, 
83: 240. 


So MANY CONFLICTING DEFINITIONS of hamartoma have 
appeared that the authors have correlated their own 
experiences with those of other investigators and con- 
cluded that: (1) the hamartoma is a tumorlike mal- 
formation, (2) hamartomas are composed of the nor- 
mal components of a normal organ, and (3) there is a 
quantitative variation in the components of a hamar- 
toma as well as a capricious arrangement of the ele- 
ments. It may be composed of several types of tissues 
which may be mature or partially immature. 

The hamartoma is related to the immature but 
histologically malignant hamartoblastoma and to 
special types of similar entities such as the progonoma, 
the hairy nevi, and the choristoma, a tumor composed 
of tissue foreign to the organ in which the tumor is 
found. An intriguing premise has been entertained 
by the authors by which they attempt to establish the 
common hypernephroma as a choristoblastoma and 
not a hamartoblastoma. 

Of the 5 cases of mesenchymal hamartomas re- 
ported, the first was a small solitary lesion found at 
the autopsy of a 64 year old man. The second tumor 
was found in a 38 year old female. In the third case, 
a 64 year old white female underwent nephrectomy 
after a preoperative diagnosis of renal tumor. The 
lesion, an angiomyolipoma, was invasive and there 
was microscopic evidence of aggressiveness but the 
tumor was not malignant. In 5 years no evidence of 
recurrence or metastasis appeared. The fourth and 
fifth cases lend proof of the relationship between the 
hamartial lesion and tuberous sclerosis. The compre- 
hensive study included certain clinical, pathologic, 
and biologic considerations that substantiated the 
hamartial nature of the mesenchymal “ tumor’’ of the 
kidney. —Peter L. Scardino, M.D. 


Late Results of Resection of the Kidney in Renal Tu- 
berculosis (Die Dauerergebnisse der Resektion bei 
Nierentuberkulose), FERDINAND May and Hans Hoess. 
Urologia, Treviso, 1960, 27: 89. 


Iv 1956 the authors reported the results of resection of 
the kidney for tuberculosis in 31 patients. Since then, 
and including the previous series, a total of 52 pa- 
tents who have had 59 resections for tuberculosis 
have been followed up. There was 1 death in this 
series, and in 5 patients the kidney had to be removed 
after it had been resected. In the previous report, 
dealing with 31 patients, 26 patients were cured and 
remained free of bacteria. In this latest series of the 21 
additional patients who had been subjected to resec- 
tion for tuberculosis, 20 patients remained bacterio- 
logically negative. In 6 patients, the urine became 
positive for tubercle bacilli again. Of these, 4 had 
bilateral tuberculosis and 3 have since been operated 
upon. Very large cavities suggest a poor prognosis. 
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Concomitant genital tuberculosis, on the other hand, 
does not. 

Of the 30 patients reported on in 1956, 26 are still 
free from tuberculosis at this writing. The patients 
who have been selected for partial resection of the 
kidney for tuberculosis have been treated with triple 
drug therapy for about 6 months preoperatively and 
for an equal length of time postoperatively. 

In the first series, patients in whom the tuberculous 
cavities were connected with the calyceal system pre- 
dominated. In this latter series, most of the patients 
had closed cavities. In 26 patients who had closed 
cavities as the result of chemotherapy and became 
bacteriologically negative, it could be shown that 
histologically the process within the cavity was not 
healed. By shutting off a cavity, chemotherapy in a 
sense shuts the way to further healing. 

Many authors have been influenced by the good 
results of triple drug therapy as advocated by Latimer 
and have to a large extent given up resection of the 
kidney. If ‘‘stable conversion”’ is used as a measure of 
cure, then conservative therapy is justified. The in- 
sulation of tuberculous cavities, however, leaves 
latent foci which later on become activated and spread 
the disease. Since the original report, the indications 
for resection have been somewhat modified by the 
authors. If a large tuberculous cavity continues to 
shed tubercle bacilli into the drainage system despite 
conservative therapy, it should be resected. A cavity 
which begins to close off as a result of chemotherapy 
or is completely detached from the drainage system is 
also best excised. —S. Richard Muellner, M.D. 


Acute Renal Failure, 80 Cases of Renal Tubular 
Necrosis. Joun E. Kitty, SAMUEL R. Powers, JR., and 
RicHarp T. Beebe. V. England J. M., 1960, 262: 481. 


ACUTE RENAL FAILURE due to tubular necrosis is asso- 
ciated with a very high rate of mortality. The authors 
gained considerable experience in the treatment of 80 
patients with acute renal tubular necrosis, 48 of whom 
were treated by hemodialysis. The series did not in- 
clude patients in whom renal insufficiency was caused 
by urinary tract obstruction or prerenal derange- 
ments, but did include those patients in whom oliguria 
of less than 200 ml. per day was associated with 
uremia, a history of initial injury to the kidney, and 
either improvement after diuresis or death. Autopsies 
were performed on 82 per cent of the patients who 
died. These postmortem studies confirmed the diag- 
nosis. 

Practically all of the dialyses performed in this 
series were with the Kolff rotating-drum artificial 
kidney. 

Two major groups of patients were included in this 
study. The first group was composed of those indi- 
viduals whose renal disease was nephrotoxic or hemo- 
lytic in origin, or occurred post partum, and the sec- 
ond major group included those patients whose renal 
lesion was postoperative, posttraumatic, or followed 
aortic surgery. The first group was characterized by 
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severe renal disease not generally associated with other 
serious lesions and the second group by severe renal 
disease generally associated with other serious lesions. 
The mortality of the first group was 8.7 per cent, and 
of the second group 65 per cent. It is thus obvious that 
the prognosis in cases of acute tubular necrosis is in 
direct proportion to the degree and seriousness of 
associated lesions. —Peter L. Scardino, M.D. 


Gastrodialysis in the Treatment of Acute Renal Fail- 
ure. THomas A. Marr, JAMES M. BurHELL, and 
Bevpinc H. Scripner. 7. Clin. Invest., 1960, 39: 653. 


THE AUTHORS present their technique of performing 
gastrodialysis and evaluate the changes encountered 
in the treatment of 12 adults and 2 children with acute 
renal failure. 

A thin cellophane bag is attached to a small naso- 
gastric tube and, after this is placed in the stomach, 
appropriate dialyzing fluid (in amounts of 200 to 800 
c.c.) is introduced into the bag for 20 minute intervals. 
An automatic cycling apparatus is described which 
permits continuous 24 hour dialysis; the procedure is 
begun early and continued throughout the course of 
renal failure. 

The average amounts of solute recovered are 
presented with detailed studies of sodium, chloride, 
bicarbonate, dextrose, nitrogen, and potassium ex- 
change. Sodium and chloride may be removed or 
added, depending on the dialysate concentration. 
Hydrogen ion removal is effective in the correction of 
systemic acidosis. By using 20 per cent dextrose, a 
mean transfer of 150 gm. to the patient can be effected 
with a concomitant mean water extraction of 200 c.c. 
per 24 hours. Potassium removal is dependent on the 
dialyzing volume and averages about 25 mEq. per 24 
hours. Similarly, nitrogen removal depends upon the 
dialyzing volume as well as the serum concentration 
of nitrogen; greater extraction is effected with larger 
dialyzing volumes and when the serum concentration 
is high. 

As a result of these clinical studies, gastrodialysis 
appears to be effective for regulating electrolyte losses, 
osmolarity, extracellular volume, and acid-base bal- 
ance. The removal of nitrogen aids in delaying the 
onset of the uremic syndrome, but the removal does 
not compare favorably with that of extracorporeal 
hemodialysis. Potassium removal is adequate only in 
patients without a large catabolic load resulting from 
infection or injured tissue, a small minority in all 
cases of acute renal failure. 

Although gastrodialysis is the least efficient of 
present-day methods for dialysis, the technique is safe 
and practical, and may make it possible to avoid 
hemodialyses, or at least to decrease the number 
required. —Vincent F. O’Conor, Jr., M.D. 


The Pelviureteric Junction, a Cinepyelography 
Study. Howarp G, Han ey. Brit. 7. Urol., 1959, 31: 


THE AUTHOR discusses a study of about 500 pyelo- 
grams, with the roentgen ray image intensified for 
renal pathologic study, and correlates the study with 
preoperative and postoperative roentgenograms of 
over 170 patients having plastic operations for hydro- 
nephrosis and 70 cases of hydronephrosis studied under 


the image intensifier before and after operation. The 
conclusion was that, of the pelviureteric junctions of 
500 patients studied by the intensifier, most in- 
dividuals possess a funnel type pelvis with a wide 
open junction, a few (10 per cent) have a rounded 
pelvis with a physiologically “closed” type of junc- 
tion, and that both of these extremes are consistent 
with perfect renal function, although the closed or 
tonic type of junction may cause transitory pelvic 
dilatation during diuresis. 

The roentgenograms of 170 patients having con- 
servative plastic operations for hydronephrosis in- 
dicated that in those persons with rounded pelves 
and the tonic junctions hydronephrosis is more likely 
to develop than in those with a funnel type junction. 
Awkwardly placed bands and vessels are much more 
likely to press upon the ureter if the pelvis is rounded 
and varies in size with the diuresis than if there is a 
simple funnel type pelvis. It would seem that the 
predisposing factor in hydronephrosis is some defect in 
the pelviureteric junction which may still be present 
after the freeing of all adhesions and vessels. The best 
results are obtained when a tonically closed junction 
is changed to a wide open funnel junction. 

The author concludes that success after a plastic 
operation consists of (1) relief of pain, (2) relief of 
infection, and (3) halting of the progressive nature of 
the condition and maintenance of function. 

—Paul R. Leberman, M.D. 


Kanamycin Treatment of Urinary Tuberculosis, To- 
kujt Ionrkawa. Urologia, Treviso, 1960, 27: 45. 


Since June 1957, 262 patients have been treated for 
tuberculosis with kanamycin. The dosage of kana- 
mycin administered is tabulated in the original arti- 
cle. Of 52 patients carefully followed up, tubercle 
bacilli disappeared from the urine in 75.5 per cent 
after 2 months of treatment. Undue side effects of the 
drug were skin rashes, which disappeared despite the 
continuation of the kanamycin; eosinophilia, which 
occurred in 40 patients; and disturbance of hearing in 
10 of the 52 patients. Since the loss of hearing first 
manifests itself in the loss of high tones, it is not apt to 
be noted during every day conversation. It is im- 
portant, therefore, to perform frequent audiometric 
tests in order to detect the early loss of hearing of high 
tones. —S. Richard Muellner, M.D. 


BLADDER AND URETHRA 


Anesthetic Preparations for Instrumental Manipula- 
tions in Urology (El empleo de anestésicos para 
maniobras instrumentales en urologfa). SALVADOR 
Sauinas AGUILERA. Rev. urol., Méx., 1959, 17: 275. 


From 1951 until July 1959, the author used local 
anesthetics (tetracaine hydrochloride) in the ac- 
cepted dosages, that is 20 c.c. of a 0.2 per cent solu- 
tion, for approximately 8,000 urologic procedures 
without an accident. In July of this year an un- 
pleasant experience caused him to adopt the local 
anesthetic preparation, dyclonine (4’-butoxy-3 piperi- 
dine-propiophenone hydrochloride) which he had 
been trying out previously. This preparation differs 
from the greater portion of local anesthetic prepara- 
tions, in that it does not contain the ester combina- 
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tions or the typical amine radical of the procaine 
preparations. Dyclonine hydrochloride is usually ef- 
fective as a local anesthetic for the skin and the 
mucosa, comparing favorably in this respect with the 
drugs of the procaine group. 

Up to the present time there have been no acci- 
dents and no evidence of sensitization, nor of crossed 
sensitization, in relation to other local anesthetic 
preparations. Using 20 c.c. of a 0.10 per cent solu- 
tion, he has been able to perform cystoscopic exami- 
nation, dilatation, and fulguration for lesions of the 
urethra and bladder in 600 cases. In this work he 
has tested the anesthetic results by questioning the 

atient as to sensation on passing of the water which 
is left in the bladder until after the operation, and by 
asking the patient to judge between the results with 
tetracaine hydrochloride when he has previously 
undergone a procedure in which it was used, and the 
new preparation. The results reported for the new 
preparation have been equal or superior to, those 
for tetracaine. 

The author has also conducted a survey among his 
urologist colleagues in Mexico City and concludes 
that the problem of the local anesthetic agent for 
urologic practice is not yet completely solved. Addi- 
tional experience with dyclonine hydrochloride is 
needed to determine whether it is the long wished 
for atoxic agent for topical anesthesia. 

— John W. Brennan, M.D. 


Bladder Papilloma. Nort Tuompson. Brit. 7. Surg., 
1960, 47: 419. 


THE AUTHOR analyzes 75 patients with noninfiltrating 
paillomas of the bladder. In 96 per cent the presenting 
symptom was hematuria; when this information is 
combined with the fact that the tumor recurrence rate 
is increased four times by a delay of more than 6 
months after symptoms appear before treatment is 
instituted, the need for early investigation of every 
case of hematuria is obvious. Bladder growths cause 
60 per cent of all cases of adult hematuria. Cysto- 
scopic fulguration, diathermy, is the treatment of 
choice for the noninfiltrating papilloma of limited size 
and multiplicity, provided it is accompanied by a 
rigid follow-up. In this series the recurrence rate was 
41 per cent. Of patients treated by a combination of 
surgery and radiotherapy, 82 per cent are free of re- 
currence as compared with 33 per cent of the patients 
treated with surgery alone. The author found three 
times the tumor-free survival when radon seeds were 
implanted into the tumor bed after surgery. Radon 
was used in all cases in which partial cystectomy or 
open “‘diathermic” excision was employed. The au- 
thor supports other reports which show that when 
radon implantation was used in noninfiltrating 
growths, over 60 per cent of the patients survived 
5 years or more. —David Rosenbloom, M.D. 


Vesicoureteral Regurgitation in Children. Joun H. 
McGovern, Victor F. MarsHatt, and ALBERT J. 
Paquin, Jr. J. Urol., Balt., 1960, 83: 122. 


Tus REPoRT is a scholarly attempt by the authors to 
evaluate the significance of reflux occurring in 
children. As a result of this evaluation they suggest an 
active therapeutic approach to the problem. 
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Reported experience suggests that ureteral reflux 
rarely if ever occurs in normal children. The authors’ 
observations show that reflux is not constantly 
demonstrable; in 7 patients with reflux who had no 
treatment, 3 of 8 ureters initially exhibiting this 
phenomenon failed to do so later. Furthermore, 3 of 6 
ureters which were normal at the initial examination 
showed reflux later. The frequent association of 
ureteral reflux with pyuria and hydronephrosis in the 
88 patients in this series served to implicate this 
phenomenon as an important pathologic change. 
Observation of a group of 43 patients with ureteral 
regurgitation for 6 months or more, without a direct 
attempt to correct this abnormality, indicated that its 
presence is associated with a definite danger to the 
kidneys. During the period of observation the number 
of hydronephrotic kidneys in this group of patients 
increased from 63 to 73 and the incidence of major 
hydronephrosis increased from 17 to 54 per cent. 
Evaluation of the results of therapy disclosed that 
elimination of reflux in patients with natural occur- 
rence of this phenomenon was associated with greatly 
improved upper tracts. 

Review of the methods of therapy employed in 
treatment of children with reflux generated little 
enthusiasm for employment of frequent voiding 
techniques, Credé’s assistance, parasympathetic stim- 
ulants, or urethral dilatation. Ureteral meatotomy, 
performed 19 times in 13 children, usually produced 
regurgitation and an increase in hydronephrosis cven 
though the degree of retention measured pyelograph- 
ically seemed to decrease. 

The authors suggest that most children with fully 
developed vesicoureteral regurgitation should have 
the vesical outlet enlarged even in the absence of 
trabeculation and large residua. They prefer to 
accomplish this by an anterior Y-V plasty. For elim- 
ination of reflux and obstruction at the ureterovesical 
junction, they prefer ureteral reimplantation by the 
tunnel-and-cuff technique. In advanced cases, pre- 
liminary nephrostomy drainage is employed. Utiliz- 
ing these concepts, they have carried out treatment in 
20 children. Evaluation at least 6 months postopera- 
tively showed that the urinary tract had not become 
worse in any of these patients. Seventeen became 
asymptomatic; pyuria was eliminated in 12. The 
authors believe these results suggest that the thera- 
peutic plan has the correct direction. 

—john T. Grayhack, M.D. 


Partial Cystectomy in Malignant Tumors of Bladder 

(La cistectomia parziale nei tumori maligni vescicali). 

AmBrROGIO GALLIVANONE and FRANcEscO Coppi. Arch. 
ital. urol., 1959, 32: 382. 


THE OPERATIVE AND ULTIMATE RESULTS in 18 patients 
who had partial cystectomies are reported. The cystic 
neoplasms for which the operation was carried out 
were with one exception isolated. Twelve of these 
tumors were confined to the lateral walls of the blad- 
der, 2 to the anterior portion of the bladder wall, 3 to 
the inferior portion, and 1 to the cupula. 

The operation was in each of these patients essen- 
tially the same. The bladder was exposed supra- 
pubically and the peritoneal fold was bluntly dis- 
sected and displaced from the vesical surface. A wide 
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extraperitoneal incision was made, and the neoplasm 
was removed with a wide margin, together with the 
full-thickness portion of the bladder wall containing 
the tumor. The excising cut was made from within 
outwards by means of an electric bistoury. All of these 
patients recovered from the operation and 9 years 
later 50 per cent, 9 patients, were still living and well; 
2 others were alive and well after 3 years; 2 after 2 
years; and 2 after 1 year. Three patients, 16.6 per 
cent, died within 1 year after the operation. 

The authors conclude that partial cystectomy, 
when practicable, should be considered the operation 
of choice for the treatment of malignant neoplasm of 
the bladder. —John W. Brennan, M.D. 


Total Cystectomy for Tumors of the Bladder (La 
cistectomia totale nei tumori della vescica), MIcHEL- 
ANGELO SORRENTINO. Osp. ital. chir., Firenze, 1959, 
1: 109. 


THE OPERATION, the technique of which is described, 
is illustrated with 18 full page drawings including 
numerous insets. 

After completion of the cystectomy, the ureters are 
anastomosed to the sigmoid colon; the sigmoid open- 
ing is then closed, and this forms the new made 
bladder. 

Meanwhile, another surgical team has incised the 
skin and subcutaneous tissues of the perineum between 
the anus and the distal coccygeal tip; a long forceps 
perforates the fascial and muscular layers of the 
perineal diaphragm into the operative field and, 
grasping the suture closing the previously isolated 
and freed proximal stump of the sigmoid colon, draws 
this stump downward through the perineal opening 
where it is trimmed and sutured in the usual manner. 

This operation has now been performed by the 
author in 8 patients. It is too soon to compare results 
with his previous total of 148 cystectomies which 
were completed by means of a simple uretero- 
sigmoidostomy; however, he finds that the mortality 
is not greater than with the simpler method, that the 
operation can be completed in 3.5 to 4 hours, and 
that the subsequent control of the bowel is adequate 
except in the presence of diarrhea. 

The author concludes that no other form of treat- 
ment for malignant tumor of the bladder is adequate. 
Total cystectomy is the operation of choice, whether 
the extension of the malignant process admits of cure, 
or whether the procedure is merely intended to be 
palliative. The procedure frequently results in a 
lengthy postoperative period of well-being. The oper- 
ation is surprisingly well borne by patients with even 
advanced cases and, in the author’s opinion, should 
continue to be used on an ever vaster scale. 

— John W. Brennan, M.D. 


The Recurrence of Bladder Tumors, FRANK HINMAN, 
Jr. J. Urol., Balt., 1960, 83: 294. 


SIxTy PER CENT of the patients with papilloma of the 
bladder have recurrence of tumors within 5 years and 
32 per cent of such recurrences are malignant. Ini- 
tially, all of these patients are potentially curable, yet 
many everitually die of bladder cancer. 

Papillary tumors of the bladder may “recur” be- 
cause they were missed at the operation, had already 


been initiated at the time of the surgery, are stimu- 
lated by continued action of the carcinogens, are 
seeded into raw areas, or grow in the new epithelium 
over a resected area because of the vulnerability of 
such areas to carcinogens. 

It is a common practice to examine a bladder 
cystoscopically 2 months after the resection of the 
tumor. This examination is important. A “recur. 
rence” which appears in a new site is most likely a 
new tumor. The carcinogenic agent may be carried 
by the urine. 

Chemicals capable of inducing tumors experimen- 
tally, as well as in industrial employees, have a com- 
mon basic structure. They are aromatic hydrocarbons 
possessing an amino radical, with the adjacent (para-) 
carbon atom blocked. 

In patients with bladder tumors presumably in- 
duced by chemical carcinogens the following factors 
are operative: (1) the concentration of the carcinogen; 
(2) the time of exposure; (3) the pH of the urine; 
(4) the concentration of the enzyme inhibitors, sul- 
fatase and glucuronidase; and (5) the sensitivity of the 
bladder mucosa. 

It is not wise to do a transurethral resection of the 
prostate at the time a bladder tumor is resected. 

Recurrence of bladder tumors may perhaps be less- 
ened by forcing fluids and thus diluting the urinary 
carcinogens. —S. Richard Muellner, M.D. 


Calculosis of the Urinary Tract in Childhood (La 
calcolosi delle vie urinarie nell’infanzia). Mario Maz- 
ZITELLI and Vito Antonio Tritto. Osp. ital. chir., 
Firenze, 1959, 1: 88. 


EIGHTEEN brief case reports of children 3 days to 12 
years of age suffering from urinary lithiasis are dis- 
cussed. Seventeen were males, 1 was female. Thirteen 
of the reports are illustrated with roentgenograms. 

Four of the stones were located in the kidney, 2 
in the ureter, 5 in the bladder, and 7 in the urethra. 
No instance of bilateral involvement was observed. 

In 12 of these 18 patients the stone was discharged 
spontaneously; in one instance 2 stones were dis- 
charged. 

In 6 of these 18 patients operative intervention was 
necessary. One intervention was a nephrectomy of a 
lithiasic, hydronephrosed, ptosic right kidney to re- 
move a probable source of recurrence. There were 2 
epicystolithotomies for bladder stone, 2 pyelolithoto- 
mies, and 1 ureterolithotomy. 

The authors believe that their material is too exigu- 
ous to admit of postulations with reference to cause; 
however, they stress the fact that the material findings 
reported are sufficient to show the desirability of an 
extremely conservative attitude in dealing with these 
young patients. —John W. Brennan, M.D. 


Anterior Transposition of the Urethra. I. H. Grir- 
Fitus. Brit. J. Urol., 1960, 32: 27. 


THE PROBLEM of managing women with neurogenic 
urinary incontinence has inspired a technique of de- 
viating urine from the perineum to the suprapubic 
region by transposing the urethra anteriorly. In this 
instance, the bladder serves as a conduit with a com- 
fortable spout formed by skin-wrapped urethra to 
which a Rutzen bag is attached. 
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Previous efforts in deviating the urethra posteriorly 
between the anal mucosa and sphincter or laterally to 
the vulva with intent to maintain sphincteric control 
have been unsatisfactory. 

The operation is best carried out by the concerted 
efforts of a surgeon working above and one working 
below the symphysis and by having indwelling urethral 
and ureteric catheters in position. In the subsymphys- 
eal zone an encircling incision is made in the vestibule, 
mobilizing the urethra with periurethral tissues in- 
cluding a strip of vaginal wall to preserve good blood 
supply. From above, a transverse suprapubic incision 
is deepened to the retropubic space and the bladder 
neck and the urethra are separated from the vaginal 
vault. As the urethra is drawn up through the retro- 
pubic space, the trigone and bladder base are further 
mobilized and the bladder is rotated forwards suffi- 
ciently to bring the bladder neck to the anterior ab- 
dominal wall for anchorage. When the skin wound is 
closed, the skin flap is wrapped around the urethra 
to form a spout. As the patient sits up, the most de- 
pendent part of the bladder is the vesical orifice 
through which urine gravitates continuously, the 
bladder then acting entirely as a conduit. 

This procedure has been carried out six times with 
satisfactory results. —Allan K. Swersie, M.D. 


Urethroplasties for Strictures. T. F. Witxie, R. J. 
Cowan, J. BAatrour, and L. R. Brit. 7. 
Urol., 1960, 32: 16. 


THE AUTHORS present an evaluation of the results ob- 
tained by 10 surgeons in the surgical treatment of 
urethral stricture by the Johanson-type urethroplasty 
or modifications of that procedure. 

In general, surgery was performed when the 
urethra resisted dilatation beyond No. 16 to 18 
French calibre, when it constricted rapidly, or when 
severe symptoms followed dilatation treatment. 

Strictures were classified as anterior, posterior, or 
as a combination of the two. 

There were 44 cases assessed. Nineteen of these 
were typical cases in which the technique did not 
deviate from that described by Johanson. In an 
atypical series of 25 cases, an assortment of modifica- 
tions was introduced: formation of the buried skin 
segment into tubular shape, not using dorsal relaxing 
incision; using perineal skin with no scrotal flaps or 
with lateral skin flaps; and catheter drainage through 
the healing area instead of diversion by urethrostomy 
or cystostomy. 

It is shown quite clearly that the introduction of 
the modifications leads to comparatively poor results. 
The single exception was the use of perineal skin and 
undermined lateral skin flaps for posterior stricture. 
With this method, unlike the other modifications, 
tension on the suture line and ischemia were avoided. 

Strict adherence to the details of the technique de- 
scribed by Johanson resulted in 78.9 per cent of im- 
mediate good reconstructions in the typical series as 
opposed to only 44 per cent in the atypical cases. 

The claims of Johanson are substantiated, namely: 
The method may be applied to any urethral stricture, 
the buried skin strip (forming an epithelial lined 
tube) is satisfactory, and a satisfactory percentage of 
patients are cured. —Allan K. Swersie, M.D. 
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The Uses of the Different Bowel Segments in Urology. 

J. P. Bourque. Canad. M. Ass. F., 1960, 82: 969. 
‘THE HISTORICAL DEVELOPMENT of bladder substitution 
utilizing intestinal segments is briefly reviewed. The 
disadvantages of ureterosigmoidostomy, the wet 
colostomy, and the ileal conduit are discussed, and the 
author presents his reasons for avoiding these pro- 
cedures. The ileum, cecum, and sigmoid colon are 
discussed individually, and the advantages and disad- 
vantages of each are enumerated. On the basis of past 
experience, the author outlines his indications for the 
use of each segment: (1) The ileum is used primarily 
for ureteral replacement but may occasionally be 
used for bladder enlargement if a sigmoid segment is 
not available. (2) The cecal reservoir of Gilchrist is 
utilized when pelvic exenteration is carried out, as 
this procedure provides a continent reservoir which 
the patient can catheterize at will. (3) The sigmoid 
colon is considered to be the ideal segment for bladder 
enlargement or substitution. The major advantages 
of the sigmoid depend upon its thick muscular wall, 
large capacity, and relative lack of mucus in compari- 
son with segments of ileum. 

The author’s method of colocystoplasty, utilizing 
segments of sigmoid, is described in detail with ex- 
cellent diagrams and comprehensive admonitions 
regarding preoperative and postoperative care. 

Twenty-five patients have been operated upon at 
the Hotel-Dieu Hospital in Montreal, Canada. The 
indications were: tuberculous cystitis in 8 cases, 
interstitial or retractile cystitis in 10, and bladder 
carcinoma in 7. There was 1 postoperative death. 
Five fistulas developed, but all healed spontaneously. 
All patients are continent, void every 3 to 4 hours and 
once or twice at night, and practically no mucus is 
present after 6 months. The results of 9 cases are 
documented by postoperative urograms. 

—Vincent 7. O’Conor, M.D. 


Ileocystoplasty Using a Section of Ileum as a Flat 
Graft (Studio morfologico e funzionale sullileocisto- 
plastica a lembo piano). A. PEraccutA, F. Fesant, G. 
Macatuso, G. Caccta, and F. VALENZANO. Ateneo 
parmense, 1959, 30: 848. 


FouRTEEN DOGS were used in this study of ileo- 
cystoplasty. The operation consisted of isolation of a 
10 to 12 cm. loop of ileum which was then opened 
longitudinally and spread out flat. Each half of the 
flat graft was then formed into a sort of cul-de-sac 
by doubling the ends over and suturing half way 
down along the narrow portion by means of a fine 
catgut continuous suture. This dome-shaped graft was 
then brought down and its edges sutured to the edges 
of the previously extirpated bladder. The animals 
stood the operation well as a rule. The act of micturi- 
tion was at first weak in character. It improved with 
time, but never reached the preoperative level of 
efficiency. 

During the entire observation period of 6 months 
no notable changes were observed in the mucosal 
histologic picture. 

In concluding the authors are not able to say to 
what extent the ileocystoplasty will be able to sub- 
stitute for the normal detrusor muscle of the bladder. 

—John W. Brennan, M.D. 
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Colocystoplasty Using a Colonic Section as a Flat 
Graft (Studio morfologico e funzionale sulla colocisto- 
plastica a lembo piano). F. Fesan1, A. PERaccuiA, G. 
Caccta, G. Macatuso, and F. VALENZANO. Ateneo 
parmense, 1959, 30: 870. 


THIRTEEN DOGS were used as the experimental animals 
in the study of colocystoplasty. The procedures were 
otherwise essentially identical with those used for 
the previous study on ileocystoplasty except for the 
origin of the graft which, in this instance, was a sec- 
tion of the sigmoid colon. 

The section of colon was opened along the anti- 
mesenteric border and was thus converted into a flat 
graft of rectangular outline. The inferior, or distal, 
margin of this graft was then sutured to the posterior 
border of the residual “cup” of the excised bladder; 
the two extremities of the graft were then sewn by 
continuous suture to the lateral and anterior margins 
of this cup. Finally the superior margin of the graft 
was sutured together in order to form the anterior 
wall of the new bladder. 

In general, the animals withstood this procedure. 

Whether or not the colonic graft is more efficient 
than the ileal graft in the process of micturition, that 
is, more vigorous in overcoming the sphincter resist- 
ance, the authors have not as yet determined; how- 
ever, they accept the statements of other investigators 
that this is a fact. — John W. Brennan, M.D. 


ADRENAL GLANDS 


The Hormonal Activity of Grawitz’s Tumors of the 
Kidney (Betrachtungen und Beobachtungen zur hor- 
monalen Aktivitaet von Grawitzschen Nierentumo- 
ren). KonrAD <schr. Urol., 1959, 52: 713. 


THE OLD QUESTION of the genesis of the Grawitz tumor, 
(hypernephroma, renal cell carcinoma), as to whether 


it originates from renal or adrenal elements, has not 
been completely resolved. If this tumor does indeed 
originate from adrenal tissue, there should be evidence 
of hormonal effects from it since the adrenal hormones 
influence carbohydrate metabolism, water and elec. 
trolyte metabolism, the metabolism of lipoids, the 
sexual function, and the blood pressure. 

This review is based on the analysis of the records of 
117 patients seen from 1947 to 1957. About 1 per cent 
of patients with hypertension are said to have a 
Grawitz tumor. Hypertension, however, is not a very 
prominent sign in the clinical picture of hyper- 
nephroma. 

A number of patients were divided into four groups 
on the basis of their blood pressure. In group 1, 
which consisted of 4 patients, one showed consider- 
able hypertension. In group 2, consisting of 26 pa- 
tients with hypernephroma, none had hypertension. 
In group 3, all 8 patients had hypertension, but the 
blood pressure returned to normal levels after 
nephrectomy. In group 4, consisting of 34 patients, 
none had hypertension. Most pathologists agree that 
hypernephroma commonly stems from renal tissue. 
They do concede that rarely do adrenal rests give rise 
to hypernephroid tumors. 

In a series of 79 Grawitz tumors the author found 9 
patients with symptoms referable to excessive excre- 
tion of adrenal cortical hormone. In these patients 
polyglobulism, disturbances of sexual potency, dimi- 
nution in the size of the testes, increased excretion of 
17 ketosteroids in the urine, gynecomastia, hirsutism, 
adiposity, and diminished glucose tolerance, together 
with pigmentation of the skin and hypertension, were 
found. The majority of the patients with hyperne- 
phroma, however, do not show any evidence of in- 
creased adrenal hormonal activity. 

—S. Richard Muellner, M.D. 
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SURGERY OF THE MUSCULOSKELETAL SYSTEM 


BONES AND JOINTS 


The Covering of Large Bone Defects of the Skull 
with Refrigerated Bone Transplants (Die Deckung 
osser Knochendefekte am Schaedel mit tiefgekuehl- 
tem Fremdknochen). H. and T. 
Chirurg, 1960, 31: 76. 


LARGE BONE DEFECTS of the skull are often caused by 
serious accidents or operations on the brain followed 
by infection and removal of bone fragments. A good 
cosmetic result is seldom obtained with autogenous 
bone from the ilium, tibia, sternum, or ribs. Hetero- 
genous bone is used only for fusion of the spine. Other 
materials such as tantalum and acrylic prosthesis are 
used, but foreign body reactions sometimes occur. 

Homogenous bone from other patients operated 
upon for brain tumors or metastatic tumors is now 
used by the authors. At first the transplant was steri- 
lized in the autoclave for 45 minutes and boiled for 20 
minutes before its use. A collection of sterile fluid that 
complicated the postoperative course was found, how- 
ever, between the transplant and the dura. 

To avoid this complication, a bone bank was es- 
tablished. After removal of the bone fragment to be 
used as a graft, it is freed from its periosteal, blood, 
and tissue remnants and placed in a sterile jar. A 
small cup containing a few drops of alcohol is placed 
on the bone and the alcohol is lighted, causing the 
oxygen to be used and creating a vacuum. The jars 
are then stored at —25 degrees C. for 3 to 6 months 
before use. After 9 to 10 months the grafts that have 
not been used are discarded. 

A well fitting graft is chosen before operation. All 
scar tissue is excised from the defect. The periosteum 
is lifted at the edges of the defect and the lamina ex- 
terna is removed to create a small ridge in which the 
graft is placed and fixed to the periosteum. Skin and 
subcutaneous tissue are separately sutured. 

The cases of 4 patients treated according to this 
technique are described. No complications were 
noted. — Joseph C. Mulier, M.D. 


Treatment of Recent Fractures of the Upper End of 
the Radius (Tratamiento de las fracturas recientes de 
la extremidad superior del radio). M. DomincuEz Rop- 
RicuEz. Rev. ortop. traumat., Madrid, 1960, 4: 88. 


IT Is A WELL KNOWN FACT that fractures of the upper 
end of the radius in the adult have a completely 
different evolution than in the child. 

In the adult, the treatment recomended for most 
patients is the surgical resection of the head of the 
radius followed by the application of a cast with the 
hand in forced ulnar deviation. In a few selected 
patients with linear fracture of the head of the radius 
and undisplaced fracture of the neck of the radius or 
fracture with a moderate angulation conservative 
treatment is employed. 

In the child, the recommendation is the reverse, 
most of the patients are treated conservatively, and 
only very few are submitted to operation. 


A detailed description of the methods with the 
modifications introduced by the author is presented. 
The problems caused by the association of some other 
lesions such as dislocation of the elbow, Colle’s frac- 
ture, and fracture of the bicipital tuberosity are also 
discussed. —Rafael G. Sorrentino, M.D. 


Fractures of the Proximal Metaphysis of the Radius in 
Childhood and in Adolescence (Le fratture della 
metaepifisi prossimale del radio nell’infanzia e nell’ad- 
olescenza). L. TRasuccnt and R. Venturi. Chir. org. 
movim., 1959, 47: 472. 


ForTyY-FIVE FRACTURES of the upper end of the radius 
in childhood and in adolescence are reported. Three 
of these fractures occurred during the first 5 years of 
life, 17 during the second, 17 during the third, and 
8 during the fourth. Direct trauma was responsible 
for the injury in 24 instances, indirect trauma in 10, 
and in 11 the pathogenesis was not mentioned. 

There were 10 involvements of the capitulum radii, 
13 epiphysial detachments (pure in 7 cases and mixed 
in 6), and 22 fractures of the neck. In 4 instances there 
was a concomitant fracture of the olecranon, and in 4 
cases a concomitant fracture of the epitrochlea. Asso- 
ciated fractures of both the olecranon and the epi- 
trochlea were found in 1 case, and of both the epi- 
condyle and the condyle in another. There were no 
complicating breaks ata level higher than the condyles. 

The therapy in 19 instances consisted of simple 
closed reduction and immobilization; in 4 of these 
physiotherapy was immediately instituted. In 6 open 
reduction was performed and in 16 removal of the 
fragments with resection was carried out. 

The fractures which were treated by the closed 
method consisted of infractions and fractures with 
partially attached, slightly displaced and nonat- 
tached, or free fragments. After reduction the plaster 
cast as a rule remained in place for 15 to 20 days. 

On the whole the results obtained in this series of 
fractures of the upper end of the radius may be classi- 
fied as satisfactory to good. Thus the authors do not 
consider themselves as proponents of the more radical 
procedures in the treatment of fractures. 

— John W. Brennan, M.D. 


Reconstruction of the Thumb. Cuu Hunc-Yin, WANG 
Ta-Me1, K’unc Fan-Yu, and Hao Cuu-Jen. Chin. M. 
1959, 79: 541. 


Trauma is the main cause of defects of the thumb and 
since defects vary in degree, methods of repair also 
vary. In this article the complete loss of both digital 
segments of the thumb is discussed. Reconstruction of 
the thumb should fulfil two purposes: (a) extension, 
flexion, apposition, and strength and (b) stereognosis. 

The many methods of thumb reconstruction fall into 
two main categories: (1) the use of a tube pedicle and 
bone graft, and (2) utilization of a finger or toe for 
transplantation. The procedure of the tube pedicle 
and bone graft is relatively simple, but the resulting 
thumb has no power of extension or flexion and the 


177 


178 International Abstracts of Surgery - August 1960 


first metacarpal must be depended upon for move- 
ment. Thus if the first metacarpal is completely missing 
it is only possible to make an immobile stump stand 
out on the palm. Even with an intact first metacarpal, 
the slackness and softness of the flap, its liability to 
abrasion and burns, and its grossly deficient sensation 
all cause great inconvenience. 

The transplant of a finger or toe necessitates several 
stages and great inconvenience. One must also rely on 
regenerated nerves and vessels which often prove in- 
adequate, resulting in disorders of the bone and soft 
tissues and poor sensation. Therefore, this operation is 
not much better than using a tube pedicle. 

The authors recommend and describe the transfer 
of the index finger to the position of the thumb in one 
stage on the basis of the theory of the “artery flap.” 
The first flap is made surrounding the base of the index 
finger and the second flap is made surrounding the 
stump of the thumb. The superficial vein leading to 
the first flap and the index finger is dissected out but 
left in continuity. The extensor tendon to the index 
finger is divided, and the space between the index and 
middle digit dissected. The superficial transverse liga- 
ment is severed and the branch of the common digital 
artery to the middle digit and its subbranches to the 
palmar and dorsal skin are severed and ligated. The 
deep transverse ligament is divided and the neuro- 
vascular bundle of the ulnar aspect of the index is 
separated. The muscles attached to the second meta- 
carpal are displaced. 

The neurovascular bundle on the radial aspect of 
the index is separated and the attachment of the first 
dorsal interosseus to the proximal phalanx of the index 
is divided. The second metacarpal is sectioned and the 
index transferred to the position of the thumb. With 
complete loss of the first metacarpal, the second meta- 
carpal stump is spiked into a socket made in the tra- 
pezium and fixed with a Kirschner wire. If there is 
still a remnant of the first metacarpal it is joined to the 
proximal phalanx of the index by intramedullary 
fixation with a bone graft from the second metacarpal 
stump. The extensors of the index are sutured to the 
extensors of the thumb and the skin is sutured. 

The article is accompanied by drawings of this pro- 
cedure along with 7 case reports including pictures 
taken before and after the operation. The authors do 
not agree with Littler that flexor tendon shortening is 
necessary a few months after this operation. Flexion 
returned in all their cases after a few weeks of func- 
tional exercises. —David E. Hallstrand, M.D. 


Reconstruction of the Thumb (Zur Problematik des 
Daumenersatzes). B. ScumMauk. Medizinische Welt, 
1960, p. 482. 


NORMAL SENSATION is essential in a reconstructed 
thumb. Length and stiffness of the interphalangeal 
and metacarpophalangeal joints in good apposition 
are less important. Mobility in the metacarpocarpal 
joint, however, is essential. 

There are only two possible techniques: (1) func- 
tional lengthening of the thumb by deepening the 
web between the first and second metacarpals or (2) 
anatomic lengthening by finger transplants. 

With the first method a lengthening of 4 cm. is ob- 
tained. The ideal indication is a loss of the distal 


phalanx and the distal two-thirds of the proximal 
phalanx of the thumb. Sometimes it is useful when 
there is a mobile first metacarpal with a complete 
loss of the thumb. If, however, there is a partial loss 
of the first metacarpal, this procedure is not sufficient, 
Finger transplants are used in other cases. Not only 
is it possible to transplant a normal finger (the fourth 
or third), but the author also shows, on the hand of 
a patient, that it is possible to use a partially ampu- 
tated little finger and a fifth metacarpal. He used the 
remaining half of the little finger with the head of the 
fifth metacarpal and fixed the head of the fifth meta- 
carpal to the remaining stump of the first metacarpal 
by means of a Kirschner wire and a circumferential 
wire. The reconstructed thumb was 3.5 cm. long and 
very mobile. —Foseph C. Mulier, M.D, 


Clinical Observations and Evaluation of Conservative 
Treatment of Acute Low Back Pain due to Disc Le- 
- Harry Harmovicr. Acta orthop. scand., 1959, 29: 
98. 


NINETY PATIENTS with the acute clinical pattern of 
disc lesion were studied; their clinical characteristics, 
the efficiency of conservative treatment, and follow-up 
findings are reported in detail. 

A study of the kind of work done by the patients 
with acute low back pain was accomplished. It is 
assumed that men doing heavy work become more 
resistant to strain. On the other hand, people doing 
light work are less adapted or not adapted at all to 
considerable strain and when exposed to it will break 
down easily. Heavy strain is and remains the most 
important cause of disc lesions. All patients studied 
had, independently of their usual work, a history of 
a heavy strain preceding the occurrence of the acute 
low back pain. An apparent high disc morbidity seems 
to be associated with housework and is represented in 
these statistics by the entire female group of patients. 

The plaster jacket, manipulation, traction-exten- 
sion, epidural block, and electrical physiotherapy 
iontophoresis with aconitine have proved of sig- 
nificant value in a considerable number of patients. 
Manipulations proved to be quite satisfactory, even 
when performed under anesthesia. The mechanism 
utilized was one of flexion, torsion, and traction. 
Vitamin B,, injection and roentgen therapy proved 
to be of no significant help in acute disc lesions. 

Conservative treatment afforded complete relief in 
91 per cent and partial relief in 6.6 per cent of pa- 
tients. Surgery was necessary in only 2.2 per cent. 
As a result of this treatment, 93.3 per cent of the 
patients have returned to their previous work. Only 
6.6 per cent changed work. 

—C. Fred Goeringer, M.D. 


Congenital Dislocation of the Hip, Studies in the 
Early Walking Group. Epwarp A. Naesurr and 
Paut L. Norton. 7. Am. M. Ass., 1960, 172: 1245. 


Tue AuTHoRs limit this report to an account of their 
experience with congenital dislocation of the hip oc- 
curring in the early walking group of children, that 
is, those between the ages of 1 and 3 years. It is with 
respect to this age group that the greatest variety of 
opinions exists as to proper treatment. The study in- 
cludes 21 patients with a total involvement of 31 hips. 
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Treatment was begun in all patients—17 girls and 4 
boys—between the ages of 1 and 3 years. The average 
age at the time of diagnosis was 17 months. Involve- 
ment was unilateral in 11 patients, and 10 patients 
had bilateral dislocations. Each hip had been treated 
by an initial closed reduction preceded by traction, 
and 22 hips were immobilized in the standard frog- 
leg position. Nine hips were immobilized in abduction 
and internal rotation and required no subsequent 
change in this position of immobilization. Only 8 of 
the 22 hips treated in the frogleg position were suc- 
cessfully stabilized, and the remaining 14 required 
an alteration in the treatment to achieve stability of 
the reduction. In half of this group of 14 patients 
open reduction was necessary. 

Of the 31 hips treated, there were 27 satisfactory 
results and 4 failures. 

In 25 per cent of the cases reported, open reduction 
of the hip was required, but these were among the 
early cases of the series. The authors state that with 
their present method of treatment, consisting of 
closed reduction and immobilization in the abducted 
and internally rotated position, open reduction has 
not been necessary. Open reduction is indicated only 
if closed reduction is not possible. 

—Einer W. Johnson, Jr., M.D. 


Surgical Relief of Severe Paralytic Hip Contracture. 
Davin ALLBROOK and H. FLetcHEeR Lunn. Lancet, 
Lond., 1960, 1: 459. 


UnrreATED and neglected poliomyelitis flexion de- 
formities of the hip and knee have yielded to a simple 
regimen in Uganda, East Africa, under the com- 
petent hands of the authors. The method described 
has resulted in the rehabilitation of 32 children able 
to attend school and no longer nonbedridden. 

The procedure entails segmental tenotomy of the 
lateral aspect of thigh from just below the anterior 
superior spine to the knee. Severance of the iliotibial 
tract and freeing of the vastus lateralis from the femur 
is of paramount importance to permit extension of 
the knee and enhance extension of the thigh. Tenoto- 
my coupled with stretching of the iliopsoas post- 
operatively and application of a cast will suffice to 
treat the average postparalytic hip contractures. 

Occasionally, the authors allege, one must follow 
the operative procedure with periodic passive exten- 
sion under ether anesthesia. Once these children are 
granted the opportunity to walk with the aid of casts, 
crutches, callipers, or whatever the suitable medium 
may be, they are determined to continue. The results 
in the 32 patients treated have been reported as 
excellent. —Samuel L. Governale, M.D. 


Surgery of the Hip Joint. Joun CHarn.ey. Brit. M. 7. 
THE FAILURE to discover a thoroughly reliable arthro- 
plasty of the hip joint renders it necessary to employ a 
number of operative techniques, both old and new, 
and to study the indications for each according to the 
clinical problem. When the contralateral hip joint is 
normal, operations which abolish pain at the expense 
of movement probably give the most reliable results. 
An argument often advanced in favor of arthro- 
plasty is that with a mobile hip the patient can reach 
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the foot to put on shoes and stockings and cut toenails, 
This is a most misleading idea, because many patients 
with early arthritis and a good range of flexion cannot 
even do these small offices before operation. Most 
patients after arthroplasty reach their foot by a trick 
movement from the side, and similar tricks are used 
after arthrodesis. 

The operation of arthrodesis has acquired a bad 
reputation because by standard methods the post- 
operative convalescence is long and often punctuated 
by serious complications, and sometimes second 
operative interventions may be needed before bony 
fusion is secured. 

In a new operation described, the head of the femur 
is shaped into a cylinder and the floor of the acetabu- 
lum is pierced by a hole large enough to receive the 
cylindrical head of the femur. This passage of the 
head of the femur through the floor of the acetabulum 
causes the base of the neck and the region of the 
trochanters to abut against the lips of the acetabulum 
and produce a bone block between the femur and the 
pelvis. After this operation, in a minority of patients 
with osteoarthritis, perhaps 25 per cent, a spontaneous 
bony fusion eventually develops, but the majority re- 
tain a fibrous ankylosis. The remarkable feature is 
that this fibrous ankylosis is painless. 

An experience of 11 years and about 250 cases 
suggests the value of this procedure, and whatever 
defects there may be are offset by the short period of 
postoperative recovery and the preservation of full 
knee movement, which makes it available as a method 
of relieving pain in elderly patients. 

—C. Fred Goeringer, M.D. 


Traumatic Luxation of the Hip with Fracture of the 
Lip of the Acetabulum (La lussazione traumatica 
dell’anca con frattura della parete del cotile). ALDo 
Marorti and Maurizio MonrTELEONE. Ortop. traumat. 
app. motore, 1960, 28: 39. 


FirTEEN casEs of cotyloid fracture with luxation of the 
hip joint have been observed. All but 2 of these pa- 
tients were admitted more than 48 hours after the 
accident. The 2 patients who were admitted within 48 
hours were treated by immediate reduction of the dis- 
location. 

In the remaining 13 patients transskeletal, pertibial 
traction was applied first for the purpose of testing the 
pliancy of the soft parts and the mobility of the dislo- 
cated femoral head. This traction was moderate, pro- 
gressive, and was controlled roentgenographically. 

In the patients who were treated no later than 5 
days after the accident, reduction was obtained with- 
in 24 hours. Control examinations were made 3 to 4 
years later and in all instances an excellent clinical 
result was obtained. 

In 3 instances the pertibial traction was merely a 
preliminary to surgical intervention. 

In this work, the authors emphasize the difficulties 
in determining the precise size, location, origin, and 
position of the fragment or fragments, and the ad- 
vantages of oblique roentgenographic projections and 
stratigraphy. 

The authors do not consider that they have an ex- 
clusively conservative attitude in the treatment of this 
type of fracture, for they are ready to intervene surgi- 
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cally when indicated; an example might be a fracture 
of the roof of the acetabulum. In such a case the 
authors prefer to operate at once and routinely in 
order to avoid an unstable joint. 

—John W. Brennan, M.D. 


Fractures of the Femur in Children. Jack C. Hucu- 
sTON. South. M. F., 1960, 53: 299. 


Tuts stupy includes 37 cases of fracture of the femur 
uncomplicated by other disorders in children. Since 
fractures stimulate growth of bone when epiphysial 
closure has not yet been accomplished, the author’s 
intent in studying this group of patients with fracture 
was to analyze the effect of the fracture on growth. 
For this purpose he undertook a 15 year study of leg 
length. Three case reports with good roentgeno- 
graphic illustrations are included in the report. The 
average extent of stimulation of growth by a fracture 
in good apposition and alignment was 0.25 inch. In 
2 cases no stimulation of growth had occurred and in 
4 cases stimulation to 0.5 inch of growth was noted. 

Stimulation of growth continued so long as the 
medullary canal and cortical structures at the site of 
the fracture were not completely reconstructed; com- 
plete reorganization sometimes required a period of 
2 to 3 years. Stimulation of growth in a fracture in 
which overriding was present seemed to be much 
greater than in a fracture with good apposition. The 
author emphasizes that from a review of these cases it 
would appear that one could actually be more ac- 
curate in treating fractures of the femur in children 
if one routinely obtained and maintained 0.25 to 0.5 
inch of overriding of the fragments. However, this is 
true only when the alignment is proper. He is op- 
posed to excessive use of traction or equally disastrous 
open reductions for the purpose of securing absolute 
apposition of the fracture when overriding of 0.25 
to 0.5 inch will offer such satisfactory results, In- 
creased growth occasioned by a fracture is a highly 
individual response and is dependent on the amount 
of reorganization necessary for proper reconstruction 
of the medullary canal and surrounding cortical 
structure at the site of the fracture. 

The author believes that at least 1 inch of over- 
riding will be well compensated for by the stimula- 
tion of growth, but that such overgrowth will not 
compensate for malalignment of the fracture. There- 
fore, he urges that proper care be given to alignment 
in the management of these fractures. 

—Einer W. Johnson, jr., M.D. 


Phlebography of the Femoral Head in Fresh Frac- 
tures of the Medial Femoral Neck Portion (Die 
Phlebographie des Schenkelkopfes bei der frischen me- 
dialen Schenkelhalsfractur). R. GRAF and H. WERNER. 
Fortsch. Roentgenstrahl., 1960, 92: 331. 


SINCE THE VISUALIZATION of the arterial bed is fraught 
with difficulties, the authors used intravenous phle- 
bography of the femoral head in 50 patients with 
medial neck fractures. If the veins could not be 
visualized (a negative phlebogram), the prognosis for 
survival of the femoral head was poor (hemorrhagic 
infarction’ necrosis). The efferent retinacula veins 
run along the cranial and caudal posterior surface 
of the femoral neck and anteriorly in the center level 


of the neck, ending in the venae circumflexae tibialis 
and fibularis. 

In the lateral fractures of the cervical neck as well 
as in the pertrochanteric, intertrochanteric, and 
subtrochanteric fractures, the nutrient vessels stay 
intact. Unfortunately, 80 to 85 per cent of all me- 
dial neck fractures are of the varus type and have 
a poorer prognosis than do the fractures in valgus 
position. The vessels in the ligamentum teres are of 
lesser importance and not sufficient to prevent 
necrosis. 

The authors did not encounter any complications 
with phlebography using only 2 to 3 c.c. of 60 per 
cent urografin. It is important to inject very slowly, 
1 c.c. in 5 seconds. A special conic canula is used, and 
general anesthesia is necessary. Since knowledge of 
the vascular supply after trauma is of considerable 
significance for the prognosis and for deciding on the 
best treatment, the authors conclude that phlebo- 
graphy of the femoral head provides information earlier 
and more accurately than is possible with the usual 
roentgenographic methods.—£. H. Bettmann, M.D. 


Congenital Dislocation of the Knee. Joun J. NrEBAvUER 
and Don E. Kine. 7. Bone Surg., 1960, 42-A: 207. 


THE AUTHORS have observed 12 patients with congen- 
ital dislocation of the knee during the past 25 years as 
compared with several hundred patients with dislo- 
cated hips. The deformity usually involves both knees. 
At least 3 of the 12 patients were delivered by breech 
presentation. Deformity of the epiphyses around the 
knee occurred in the older but not in the younger pa- 
tients. Although there is often fibrosis and atrophy of 
the quadriceps muscles, this may be the effect rather 
than the cause of the condition. The family histories 
of these patients showed the expected high incidence 
of other congenital anomalies. Six of the patients 
themselves demonstrated congenital dislocation of the 
hip. Characteristically, the dislocation consisted of 
anterior displacement of the tibia in relation to the 
femur. Displacement of the insertions and origins of 
muscles about the knee, such as the hamstrings and 
gastrocnemius, was observed. Popliteal vessels and 
nerves were not compromised in these cases. Reduc- 
tion required freeing of the capsule at its superoan- 
terior attachment. 

All of the patients demonstrated marked lateral in- 
stability of the knees. 

Four of the 19 dislocations in the 12 patients were 
treated successfully by early closed reduction. If closed 
reduction and immobilization fail, a period of trac- 
tion may be tried. Six knees were treated by open re- 
duction when closed methods failed. In addition to 
lengthening of the quadriceps mechanism it was nec- 
essary to incise transversely the anterior capsule of the 
knee. In markedly unstable knees, it may be necessary 
to advance the tibial attachment of the elongated an- 
terior cruciate ligament to the anterior edge of the 
tibial plateau. If reduction is unstable, small Stein- 
mann pins may be placed across the joint to insure 
maintenance of the reductions until the ligament has 
healed. 

The best results were obtained in the cases in which 
it was possible to use conservative therapy. 

—John R. Close, M.D. 


tibialis 


Experiences with 130 Fusions of the Knee Joint 

Erfahrungen bei 130 operativen Kniegelenksverstei- 

fungen). N. Chir., Leipzig, 1960, 85: 89. 
Tue AUTHOR describes his results with the different 
types of apparatus used to produce compression be- 
tween the denuded surfaces of tibia and femur in 
order to obtain a fusion of the knee joint. The knees 
of 8 patients were fused because of limitation of mo- 
tion, deformity, and arthrosis; there were 22 patients 
with septic arthritis, 14 with tuberculosis, and mis- 
cellaneous causes for arthrodesis in 6. 

Of the total number, there were only 5 nonunions 
(3.8 per cent), but in the cases with compression the 
incidence of nonunion dropped to 0.9 per cent. The 
average length of time required for consolidation was 
171 days without compression and 125 days with 
compression. It is the author’s opinion that the period 
of 60 days mentioned by other investigators is too 
short; deformity may recur after such a short period 
of immobilization. 

The technique advocated by the author after this 
study is an economical resection through healthy 
spongiosa, to obtain broad surfaces, followed by the 
introduction of two Kirschner wires at a distance of 
15 to 20 cm., compression by means of the apparatus 
of Burckle de la Camp, and immobilization by a U- 
shaped plaster slab. After 4 weeks the plaster and the 
apparatus are removed, and a long leg cast is applied. 
After 8 weeks a control roentgenogram is taken and 
a new cast is eventually applied. The average short- 
ening of 2 cm. is useful in most cases. 

— Joseph C. Mulier, M.D. 


Treatment of Torsion Fractures of the Tibia (Die 
Behandlung der Drehbrueche des Unterschenkels). G. 
Kiinrscuer. Chir. praxis, 1959, p. 227. 


ToRSION FRACTURES are often open because the frag- 
ments are long and sharp. Treatment must remain 
conservative, and only in cases in which conservative 
treatment has failed is an open reduction indicated. 
The author considers closed intramedullary nailing 
the method of choice. 

The fracture hematoma is not opened and the 
periosteum is not touched. Necrosis of the soft tissues 
is minimal. Infection almost never occurs, because of 
the small size of the wound and the short operation 
time. Plaster immobilization is not necessary, and 
weightbearing is possible after 8 to 10 days. Rotation 
of the fragments does not occur even with a small nail. 

The technique is more difficult than in transverse 
fractures. The point of the nail has a tendency to slide 
alongside the tibia and not to enter the marrow space 
of the distal fragment. For this reason one must be 
sure that the guide wire fits exactly into the nail. This 
difficulty may occur especially when traction is in- 
sufficient, since this causes a narrowing of the lumen. 
It is often useful to bend the distal fragment in such a 
way that the lumen of the distal fragment becomes 
larger with regard to the axis of the extremity. It may 
be necessary to enlarge the marrow cavity by a special 
drill gliding over the guide wire. Small fissures are 
not necessarily a contraindication for nailing, since 
they heal quickly. 

Fat emboli and shock are avoided if one waits until 
the sixth or seventh day before nailing. Since 1952 
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the author has used a stiff cloverleaf nail with a slight 
curvature at the distal end a greater curvature 6 to 8 
cm. under the head. The diameter must be equal to 
that of the medullary cavity of the tibia. 

— Joseph C. Mulier, M.D. 


Interfragmentary Diastasis in Fractures of the Tibial 
Malleolus (Significato ed evoluzione della diastasi 
interframmentaria nelle fratture del malleolo tibiale). 
RENATO MaAsTROMARINO and ANDREA BUONSANTE. 
Ortop. traumat. app. motore, 1960, 28: 3. 


On THE Basis of 100 cases of fracture of the tibial 
malleolus observed and treated at the orthopedic 
Institute of the University of Rome, Rome, Italy, this 
report has been prepared. 

In addition to the clinical studies, artificial tibial 
malleolar fractures were produced in cadavers by 
transverse osteotomy, and plastic wedges of roent- 
genolucent material were interposed in an attempt to 
determine the best projections for depicting the origin 
and true nature of the displacements in this type of 
break. In this work it was found that, in addition to 
the classic sagittal and frontal projections, it was 
necessary to use a third projection of oblique inclina- 
tion. The best inclination is one of about 30 degrees 
of obliquity with the tibia contiguous to the film and 
the tibia shown in a position anterior to the fibula. 

A comparison of the experimental and clinical 
findings has shown their constant correspondence, and 
the authors conclude that it is difficult to procure a 
complete reduction of the fragments in tibial malleo- 
lar fractures but that it is possible to procure a good, 
strong consolidation of the break with their usual 
treatment which consists of approximately 2 months’ 
immobilization in a plaster cast together with a 
month’s supportive treatment with adhesive plaster 
dressings. 

In these patients, the control examinations carried 
out after posthealing periods of several months to 
several years have shown that the condition of dia- 
stasis of the fragments cannot be considered as the 
sole factor in the incidence of delayed consolidation 
and of pseudarthroses which are not infrequently 
observed in this fracture; the morphologic end result 
is satisfactory and the osseous consolidation is good. 

Operative attempts at reduction do not bring any 
striking improvement in these results. 

— john W. Brennan, M.D. 


Hallux Rigidus (Hallux rigidus). G. Bureau. Ann. chir., 
Par., 1960, 14: 81. 


HA..vx RiciDus, which is considered only as a symp- 
tomatic entity, may represent the outcome of trauma 
of the capsuloligamentous apparatus as well as the 
end result of an arthrosis of long standing. As such, 
it appears as a true disease which should be thor- 
oughly investigated before being treated. 

Usually, the patient complains of tenderness in 
the joint, during dorsiflexion of the big toe. There 
is also shortening of the pace and limping. In order 
to alleviate the pain, the angle of the feet is enlarged, 
which results in a “duck” or “Charlie Chaplin” type 
of walk. In other instances both feet are turned in- 
ward, in extreme supination, with the full body 
weight on the external aspect of the fifth metatarsus. 
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The pain is sharp, localized on the dorsal aspect 
of the first metatarsophalangeal articulation. Tender- 
ness in distant joints is always present, and is the 
manifestation of postural arthritis. Plantar callosities 
develop very rapidly under the head of the fifth 
metatarsus. Differential diagnosis of plantar wart is 
very important, since both surgical treatment and 
roentgenotherapy would prove disastrous at this point. 

Most of the time, arthrosis is responsible for the 
progressive stiffening of the joint, and other articula- 
tions usually show similar evidence of degeneration. 

Hallux rigidus may also represent a true post- 
traumatic condition. Here again, accurate diagnosis 
is mandatory since it is known that early surgical 
treatment is apt to correct stiffness due to local 
trauma, such as a foreign body or bony fragments 
within the articulation; whereas its use for hallux 
rigidus secondary to lesions in distant joints would 
be a grave mistake. 

Hallux rigidus may be due to various pathologic 
conditions: (1) simple arthrosis, in which the degen- 
erative process is also encountered in other joints; (2) 
trauma, either local in the form of a foreign body or 
bone fragments accidentally impounded in the articu- 
lation or trophic alterations secondary to an injury 
to a distant joint; (3) suppurative arthritis (staphy- 
lococcal or gonococcal); (4) generalized bacillary 
infections; (5) uric acid diathesis; and (6) arthropathic 
psoriasis. 

Special mention should be made of the hallux 
rigidus of the adolescent which is a true epiphysitis 
of the first metatarsophalangeal joint and is essen- 
tially characterized by a syndrome of transient 
arthralgia. The absence of signs of inflammation 
often results in this particular form being overlooked 
until roentgenographic evidence provides the diag- 
nosis. 

Hallux rigidus is a painful and progressive ankylos- 
ing process involving all articular and periarticular 
tissues. Its course evolves toward complete ankylosis 
of the joint, resulting in severe alterations in the 
statics of the foot. Since the etiologic and clinical 
picture of hallux rigidus displays such a wide poly- 
morphism, it is easy to understand that no universal 
treatment is available. Whether it be medical treat- 
ment, physiotherapy, or surgical correction, the ulti- 
mate goal is to restore the flexibility of the joint. In 
this respect, sufficient allowance should be made for 
the fact that the process of fibrous ankylosis may 
very well continue, even after surgery has been per- 
formed. —C. A. Muller, M.D. 


The Principle of Decompression in Surgery of the 
oints, ARTHUR STEINDLER. Bull. N. York Acad. M., 
1960, 36: 97. 


THE GOVERNING POSTULATE Stipulated for reconstruc- 
tive operation on all joints is biologic soundness, i.e., 
absence and subsidence of all inflammatory reaction 
and reversibility of the pathologic condition. Thus, in 
the presence of biologic balance of the tissues some 
functional impairment remains, such as rigidity on 
blocked or painful motion based on mechanical 
grounds of malalignment, contour defects, impinge- 
ment, and friction. By enlargement of the free space 
between the joint constituents, function can be im- 


proved and painless mobility established. The preser. 
vation or re-establishment of muscular balance both 
for active motion and passive stabilization is necessary 
for joint reconstructive operations to be termed 
successful. 

In the hip joint, the results in the traumatic cases 
are far superior to those in the arthritic joint. Fascial 
arthroplasty of the arthritic hip for pain showed good 
results in 46.66 per cent and fair results in 40 per cent 
in the author’s hands. Vitallium cup arthroplasty was 
introduced because of the high percentage of failures 
when fascia was used, and vitallium has given satis- 
factory results in about 80 per cent of the various re- 
ported series. Recently, both acrylic and metallic 
prostheses have also been used successfully. The cup 
and prosthesis methods are not interchangeable. The 
cup is preferable when the condition requires little 
removal of diseased tissue, and the prosthesis is util- 
ized when extensive removal is necessary. The two 
methods are complementary and certainly not sub- 
stitutional. 

In the knee joint, conservative resection that re- 
moves friction and pressure without ligamentous or 
muscular relaxation gives best results. Synovectomy 
and patellectomy relieve pressure without osteoplasty, 
as does menisectomy. Fascial interposition arthro- 
plasty of the knee is difficult because the decompres- 
sion and diastasis must not interfere with stability and 
muscular balance. Various series have been reported 
with about 60 per cent satisfactory results, and recently 
prostheses have been used also. 

The ankle joint is not suitable for decompression 
procedures as they apply to arthroplasty, because of 
the dependence on stability of the joint. Ankylosis of 
the ankle joint is preferable. 

Diastasis and decompression are much more easily 
accomplished in the joints that bear no weight, and 
some investigators consider the elbow joint the most 
suitable for arthroplasty. Excellent results have been 
obtained particularly in traumatic ankylosis and in 
old fractures in which motion is blocked by callus. 
Most surgeons rely on interposition of fascia. 

In the interest of a full and painless function of the 
shoulder girdle complex, the mobility of the acromio- 
clavicular articulation must be preserved and to this 
end the author routinely resects the end of the clav- 
icle. In arthroplasty of the glenohumeral joint, the 
difficult problem is how to restore muscle balance, but 
the literature contains little on the old fashioned inter- 
position arthroplasty and it remains to be seen how 
enduring the anchoring of live tendons to inert foreign 
material will prove to be. 

Decompression of the wrist joint includes ununited 
scaphoid fractures, aseptic necrosis of the lunate bone, 
and traumatic arthritis. Extensive arthritis of both 
rows of carpal bones calls for fusion. 

The basic principles governing joint mobilization 
are the removal of diseased tissue and establishment of 
a new joint in sound structures, the creation of a space 
sufficient for the prevention of pressure and friction, 
provision for the ingrowth of interposed soft tissue, 
and the re-establishment of proper muscular balance 
to ensure adequate motion as well as stabilization of 
the joint in neutral position. 

—David E. Hallstrand, M.D. 
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External ae as a Cause of Movement in Frac- 

tures. J. H. Hicks. Lancet, Lond., 1960, 1: 667. 

THE ORTHODOX plaster immobilization of fractures is 
not infrequently the direct cause of angulation, tor- 
sion, and displacement of bones, according to the 
author from Birmingham Accident Hospital, Bir- 
mingham, England. It is not uncommon for a pa- 
tient to complain of crepitation at a fracture level in 
the early phase of plaster encasement, despite the 
strict tenets adhered to in its application. The ampli- 
tude, be it slight or moderate, is conducive to delayed 
union and malfunction. 

Experimentally, the author applied a very firm 
cast on a genuflexed amputated lower extremity. By 
gentle pressure on the femoral shaft, 20 degrees of 
rotation and 6 degrees of angulation were achieved. 
Clinically, in another similar experiment, greater 
motion of the fragments was discernible by a simu- 
lated muscle contraction as seen in an encased frac- 
tured leg. 

Mechanism of bone movements in a well applied 
cast are briefly those of (1) the natural skin padding 
of approximately 1 inch, (2) the bulk of musculature 
overlying the bony fragments, and (3) the patient’s 
own muscle which upon each contraction rebounds to 
the cast, producing a muscle impact on bone with a 
resultant displacement of fragments. To substantiate 
further that fragments move in a cast, an amputated 
leg was encased after three windows were cut for the 
exposure of two tendons and two Kirschner wires, 
one above and one below the fracture. Simulating 
muscle contraction by a well calibrated tendon pull 
disclosed unequivocal motion of the Kirschner 
wires. Hence, it is alleged that the cast, the very 
modality used to treat fractures, actually becomes a 
liability. There is no qualm with the external pro- 
tection of a cast. Contrariwise, it is the internal forces 
that enhance bone displacement, especially when the 
joints above and below the fracture are included in 
the plaster of Paris casing. 

—Samuel L. Governale, M.D. 


Bone Transplantation (Betrachtungen ueber die 
. BURKLE DE LA Camp. 
Medizinische Welt, 1960, p. 139. 


AFTER A HISTORICAL REVIEW of the question, the 
author studies the different types of bone transplants 
used today. Ollier in 1891 used the osteoperiosteal 
graft. Lexer wanted a firm contact between the graft 
and the host bone since in that case the osteogenetic 
powers resulted not only from the graft but also from 
the host. Rehn pointed to the importance of the func- 
tional stimulation of the surrounding tissues (muscle 
tone). As Phemister’s theory of metaplasia became 
popular the periosteum of the graft was considered of 
lesser value, while the importance of the periosteum 
of the host became greater. Recently Graf showed 
that some osteocytes remain alive if there is early 
vascularization of the graft. The author finds osteo- 
periosteal grafts better than grafts without periosteum 
in some cases of nonunion. The transplantation of 
spongiosa is very useful. 

There is no doubt that autogenous grafts are better 
than homogenous and heterogenous grafts. The in- 
duction, however, in all three kinds of transplants 
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comes from osteogenetic substances of the bone. Some 
bone cells may remain alive in a fresh autogenous 
graft, but preserved autogenous bone has the same 
characteristics as preserved homogenous or heteroge- 
nous grafts. Because of the foreign body reaction it is 
only through preservation that homogenous and 
heterogenous bone becomes useful. During preserva- 
tion maceration takes place, which means the libera- 
tion of the bone from the soft tissues. 

The author has used many refrigerated (—27 de- 
grees) bone grafts with good results. With the Kieler 
bone graft of Bauermeister and Maatz the results may 
be better yet. Although the autogenous bone graft is 
to be preferred under difficult conditions, the value of 
preserved bone grafts is sometimes a little less, and 
sometimes equal to, that of fresh grafts. 

—JF. C. Mulier, M.D. 


Does Heavy Work Cause an Increase of “Fusion Symp- 
toms” of the Musculoskeletal System? (Bewirkt 
Schwerarbeit vermehrte Verschleisserscheinungen am 
Haltungs-und Bewegungsapparat?). <schr. Orthop., 
1960, 92: 402. 

ALL TISSUES are subject to the gradual changes of old 

age. Within the musculoskeletal system, these changes 

are particularly noticeable in the vertebral syn- 
chondroses and the cartilaginous surfaces of the joints 
of both lower extremities. The authors compared 
these changes in 50 steel workers and 50 office 
workers. In addition to the clinical and laboratory 
examinations, roentgenograms of the cervical, tho- 
racic, and lumbar spine were taken in two planes. 

Roentgenograms of the pelvis and both knee joints 

were also obtained. 

In cases in which the body length was out of pro- 
portion to the body weight, degenerative changes 
were observed more frequently in the spine and large 
joints. It was found that the workers with less than 
average body weight had an increased amount of 
degenerative changes in the spine. Degenerative 
changes in the hip and knee joints, however, were 
much more frequently observed in the group of 
heavier than average weight. Considering all factors, 
however, it was found that “fusion symptoms” appear 
much more frequently in the spines of people who do 
heavy work. In the region of the thoracic spine, these 
changes were observed 2.5 times as often in the steel 
worker as in the office worker. 

In the group of steel workers, myositis and sprains 
of the lumbosacral region were found in 17 cases, 
while in the office workers, these conditions were 
observed in 21 instances.—George I. Reiss, Jr.. M.D. 


MUSCLES AND TENDONS 


Treatment of Extensor Tendons of the Fingers (Zur 
Versorgung der Fingerstrecksehnenverletzungen). K. 
H. Herzoc. Langenbecks Arch. klin. Chir., 1960, 293: 
225. 


Contrary to the general belief, results after imme- 
diate suture of extensor tendons of the hand and fin- 
gers are not very good. A review of the literature 
showed 42.4 per cent of poor results in 633 cases. 
The author considers the dorsal region of the wrist 
to be a “‘no man’s land” for tendon sutures because 
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of adhesions between the ligamentum carpi dorsale 
and the sutured tendons. He uses a Dychno-Bunnell 
stitch rather than a figure-of-eight suture. 

The extensor pollicis longus is primarily sutured as 
long as the ligamentum carpi dorsale does not inter- 
fere with the suture line. In other cases, a tendon graft 
is used. If a primary suture is preferred, the tendon 
must be taken out of the retinaculum. A transfer of 
the extensor indicis proprius or a suture of the prox- 
imal stump to the extensor carpi radialis brevis or 
longus are other possibilities. 

Lesions of the extensor tendons of the other fingers 
at the wrist or the dorsum of the hand sometimes are 
not recognized. When the section is proximal to the 
junctura tendinum, extension is limited for approxi- 
mately 30 degrees; when it is distal to these bands, 
no extension in the metacarpophalangeal joints is 
possible. 

In cases with skin loss, the defect should be covered 
first. When part of the tendon is lost, a primary suture 
may be considered in some cases, but with due regard 
for the function of the other fingers, which might be 
impaired. In other cases a tendon graft is carried out. 

If only one tendon is cut, the proximal part of it 
may be sutured to the next extensor tendon. When 
more tendons are cut, a graft is necessary. A second- 
ary suture is almost always possible if there is no loss 
of tendon tissue. 

Lesions of the extensor mechanism in the fingers 
themselves are often closed. In the metacarpopha- 
langeal joints there may be lengthwise tears between 
the extensor tendon and the tendons of the intrinsic 
muscles and a loss of extension. These are treated by 
a removable running suture of stainless steel wire. In 
the proximal interphalangeal joints is found the but- 
tonhole deformity. In fresh cases, reduction is carried 
out with immobilization of the finger in a cast for 3 
weeks. Later, a suture of the extensor mechanism is 
carried out. 

In older patients with loss of tendon, treatment is 
difficult. In some patients with good skin coverage a 
tendon plasty of Fowler may be performed. 

In the distal interphalangeal joint, the distal joint 
is immobilized in hyperextension, but not if there is a 
bone fragment attached to the tendon. 

—joseph C. Mulier, M.D. 


~—- of Extensor Mechanism of the Hand. Martin 
. Entin. Surg. Clin. N. America, 1960, 40: 275. 


THE SEVERED TENDONS on the dorsum of the hand are 
repaired by direct suture with fine silk or by a remov- 
able strand of wire. If several tendons are injured, 
approximation of the individual tendons by a pull-out 
type of wire suture fixed to a distally placed button 
permits splinting of the hand in functional position 
with the metacarpophalangeal joints in flexion. The 
capsule of the joints should be repaired separately 
from the tendon structure in order to avoid adhesions 
during healing. 

Simple conservative methods should be tried in the 
buttonhole deformity. The finger is maintained with 
the metacarpophalangeal joint flexed and the two 
distal joints extended. If this does not succeed, the base 
of the middle phalanx should be drilled close to the 
dorsal surface and a tendon graft passed through this 


hole; the two free ends of this graft are then laced 
through the proximal part of the central slip and 
secured with fine silk sutures. 

Tearing of the extensor tendon at its insertion to 
the distal phalanx produces a typical deformity, 
known as mallet finger or baseball finger. Conven- 
tional early treatment consists of producing hyper- 
extension of the distal interphalangeal joint and 
flexion of the proximal interphalangeal joint to 90 
degrees. The author prefers a bent aluminum splint 
to maintain this position instead of the dangerous 
plaster cast and he maintains this position with 
several changes of splint for 6 weeks. 

Besides illustrating the excellent methods of repair 
of the author, this article contains a fine exposition in 
text and picture of the entire extensor apparatus of 
the finger, and it is recommended that the surgeon 
who repairs these injuries study this article in the 
original text. —Preston 7. Burnham, M.D. 


Tendon Grafts. Wittiam L. Wurte. Surg. Clin. N. Amer- 

ica, 1960, 49: 403. 

THE MOST SUITABLE TENDONS in reconstructive pro- 
cedures on the hand are palmaris longus, plantaris, 
long extensors of the middle three toes, the propii 
extensors of the hand, and the superficial flexors of the 
fingers, in the order of mention. 

Palmaris longus tendon which arises from the 
medial epicondyle and inserts in the palmaris 
aponeurosis is easily available and constant in 85 per 
cent of specimens examined. Its presence is demon- 
strable by adduction of the thumb and little finger 
with forcible flexion of the wrist. Aside from its short- 
ness, this tendon has many features in common with 
the plantaris tendon. They are both strong and flat 
and can be laterally extended up to 2.5 inches without 
sacrificing much of their tensile strength. Moreover, 
their removal results in no serious functional impair- 
ment to the host. A word of caution worthy of mention 
is to avoid long incisions. With the aid of a Brand 
tendon stripper, short segmental incisions will min- 
imize morbidity, shorten hospitalization, and avoid 
nontender unsightly scars. Avoidance of the latter is 
of particular importance among women. 

The plantaris arises from the distal portion of the 
linea aspera, enters the intermuscular septum of the 
soleus and gastrocnemius muscles and terminates in 
the medial fibers of the Achilles tendon. Its length 
varies from 12 to 16 inches. Occasionally, from 7.5 
per cent of subjects, this tendon is absent. The 
palmaris longus, on the other hand, was absent from 
14 per cent of the specimens examined by the author 
and confirmed by others. 

Extensor digitorum longus tendons are suitable for 
their ease of accessibility and nonessentiality. Since 
the middle 3 toes are provided with long and short 
extensor tendons the long tendons, 8 to 12 inches in 
length, can be employed for tendon grafts. It is of 
interest to mention that of all tendons, the long toe 
extensors are the most difficult to remove. 

The extensor indicis proprius which arises from the 
deep forearm and inserts into the dorsal aponeurosis 
of the index finger is a suitable tendon graft. It yields 
approximately 4 to 5.5 inches of tendon. Its removal 
is functionally innocuous. 
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The flexor digitorum sublimes tendons, although 
desirable tendon grafting material, should be ignored 
if either the plantaris or the palmaris longus tendon is 
available. These sublimes tendons are thick, round, 
and prone to central necrosis with a resultant local 
reaction and they limit the mobility of the trans- 
planted tendon. 

It is apparent that the most desirable tendons are 
the palmaris longus and plantaris and the least im- 
portant are the sublimes. 
—Samuel L. Governale, M.D. 


Tennis Elbow. James WALL. Indust. M. & Surg., 1960, 
29: 173. 


THE CONDITION commonly referred to as tennis elbow 
or lateral humeral epicondylitis was diagnosed in 95 
industrial workers, 50 of whom also had a history of 
striking the elbow region and 45 of whom experienced 
pain after repeated strenuous functions. The exact 
pathologic cause is still obscure. There may be a 
partial tear of the extensor carpi radialis brevis muscle 
or a tear between the tendinous origin and the peri- 
osteum (fascioperiostitis) with local edema and 
perhaps formation of adhesions. 

Moore described a patient with radiohumeral 
synovitis with an inflamed synovial flap interposed 
between the head of the radius and the capitellum 
area. Pain was precipitated when the forearm was 
supinated against resistance. Operative removal of 
this fold was reportedly successful. 

The clinical diagnosis can be established by pronat- 
ing the forearm with the fist tightly clenched or 
supinating the forearm against resistance. Roent- 
genographic examination, except for disclosing oc- 
casional calcium deposits, is negative. Physiotherapy 
was reported unsatisfactory. Surgical division of the 
conjoined tendon or of the fascialperiosteal structures 
and sometimes plaster immobilization was used. 

Ninety-five patients were given injections of hydro- 
cortone acetate and 2 per cent novocaine. Soreness 
disappeared by the following day and only 10 pa- 
tients required a second injection. A total of 88.6 per 
cent of patients were either completely or significantly 
relieved. One patient who did not respond suffered 
from gout. —E. H. Bettmann, M.D. 


The Carpal Tunnel Syndrome in Pregnancy. Marcia 
Wirxinson. Lancet, Lond., 1960, 1: 453. 


Pain, tingling, and/or acroparesthesia during the last 
3 months of pregnancy have been observed in 14 pa- 
tients from three hospitals in London, England. The 
phenomenon is pathognomonic of median nerve com- 
pression or, occasionally, a cervical nerve root syn- 
drome of similar pathogenesis. Symptoms disappear 
soon after parturition. 

Fifty per cent of the patients in this small series had 
a definite history of trauma during pregnancy. How- 
ever, the median nerve carpal tunnel syndrome was 
promptly arrested at termination of pregnancy in 
every case. Chesley in 1944 advanced the theory of 
weight increment as a precipitating mechanical fac- 
tor. The degree of paresthesia developed in the 
author’s cases was in direct ratio to weight gained. 
Most of his patients experienced the greatest gain 
during the second and third trimesters, at which time 
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the carpal tunnel syndrome was most noticeable. Re- 
laxin, a hormone postulated by Hisaw in 1926, is 
alleged to alleviate the paresthesia when administered 
during the third trimester. Although the exact nature 
of relaxin is not scientifically tangible, it seems to 
produce a defibrolyzing effect with occasional sub- 
sidence of the syndrome. 

Symptoms can be summarized as (1) numbness in- 
volving the thumb and index and middle fingers; 
(2) pain in the neck and shoulders; and (3) pain in 
the forearm. In 12 patients of the author’s series, the 
syndrome was dominant in the right hand. 

Suggested treatment was (1) administration of an 
analgesic or hydrocortisone; (2) splinting of the dor- 
sum of the hand and wrist; and (3) tenotomy of the 
anterior carpal ligament. The latter should, if possi- 
ble, await delivery before being performed. 

— Samuel L. Governale, M.D. 


Hydrocortisone and the Carpal Tunnel Syndrome. 
Joun B. Foster. Lancet, Lond., 1960, 1: 454. 


THE CHIEF CAUSE of acroparesthesia or compression of 
the median nerve at the wrist can be ascribed to 
thickening of the tendons, presence of ganglia of the 
tendon sheaths, or capsular thickening of a rheumatoid 
origin of the wrist joint. Aggravation during sleep and 
trauma by excessive flexion and extension of the wrist 
are assessed as the most important criteria of the 
existence of the carpal tunnel syndrome. 

Twenty patients, derived from the Department of 
Medicine, Kings College, University of Durham, 
England, were given 25 mgm. of hydrocortisone 
weekly for 3 consecutive injections. The injection site 
selected was into the volar aspect of the wrist at the 
junction of the medial edge of the palmaris longus 
tendon and the proximal border of the retinaculum. 
The results disclosed that 25 wrists of the 20 patients 
given injections obtained complete relief. Three 
patients had partial relief and there was no relief in 2 
patients. The latter 2 were referred to surgery sub- 
sequently. Interestingly enough, reassessments of 
the cases 12 months later disclosed relapse of the 
compression syndrome in 14 wrists. Results were 
greatly worsened after 12 to 14 months re-evaluaiion. 
Hence, 5 more wrists were referred to the surgeon for 
definitive therapy. 

The injection of 1 c.c. of hydrocortisone into an 
already constricted area is fraught with danger in 
some cases. In 7 of the author’s patients objective 
median nerve damage was detectable 1 year later. 
These were the sensory deficit and thenar atrophy 
commonly seen in neglected cases. Thus, hydro- 
cortisone therapy may find its best efficacy in incipient 
carpal tunnel syndrome. 

—Samuel L. Governale, M.D. 


Results of Tenotomy of the Tendo Achillis in Inter- 
mittent Claudication. A. M. Boyp and K. Btoor. 
Brit. M. F., 1960, 1: 548. 


THE AUTHORS REPORT their experience with section of 
the tendo achillis for control of the pain of inter- 
mittent claudication. They have used this operation 
in 72 patients. The technique of subcutaneous tendo 
achillis tenotomy is discussed, and the main elements 
of the postoperative care are emphasized. 
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Perhaps the most important factor in postoperative 
care is that the patient should be urged to walk as 
soon as possible and should concentrate on walking 
with a normal gait. The authors encourage their pa- 
tients to walk the first day after operation and believe 
that walking should be painless and that the patient 
should be able to resume his normal life within about 
a week after operation. Walking soon after the sur- 
gical procedure is most important because it tends 
to keep the ends of the tendon separated. If the patient 
remains in bed, the tendon will heal immediately and 
not provide the necessary lengthening. 

Complications of the operation are the occurrence 
of a hematoma, the refusal of the patient to persevere 
in his walking after the operation, thus promoting 
failure, and the presence of a sore heel after prolonged 
walking. Forty per cent of the patients complained 
of a sore heel, in the authors’ opinion the result of 
a stumping type of gait in which the patient has lost 
the spring action of the gastrocnemius muscle. 

Tenotomy of the tendo achillis was carried out in 72 
patients, in 10 of whom both tendons were divided. 


The majority of patients were in the age group of 55 
to 64 years and all were severely handicapped by 
claudication. Complete relief of pain, enabling the 
patient to walk without discomfort as far as he de- 
sired, resulted in 16 patients or 22 per cent. The 
longest period of relief was 10 years. Temporary 
relief, lasting not less than a year, occurred in 15 
patients. There were 41 patients who never benefited 
from the operation. The usual causes of failure were: 
development of intermittent claudication in the thigh 
of the same leg, inability to walk or to persevere in 
walking, arthritic pain which came on because of 
degenerative changes, development of gangrene, and 
the presence of intermittent claudication in the other 
leg. Immediate rejoining of the tendon accounted for 
6 of the failures. 

The authors emphasize that, although the results 
in this group of 72 patients are not outstanding, 
tenotomy of the tendo achillis does have a place in 
the palliative treatment of intermittent claudication, 
provided that the patients are selected properly. 

—Einer W. Johnson, M.D. 
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BLOOD VESSELS 


The Value of Arteriography in Assessin 
Acute Vascular Injuries. WiLL1amM H. SINKLER an 
ANDREW D. SPENCER. Arch. Surg., 1960, 80: 300. 


Tue AUTHORS reviewed their experience with 95 pa- 
tients in whom systemic surgical exploration for pos- 
sible vascular injury was carried out. Of 52 patients 
in whom a major arterial injury was found at opera- 
tion, 21 had had preoperative arteriography. In all 
these patients an interruption to flow was demon- 
strated. However, each of the patients in whom an 
interruption to arterial flow was demonstrated had 
some clinical manifestations of arterial injury. The 
authors did not think that the arteriogram added to 
the diagnosis in these cases and the indications for 
surgical exploration should be based on: (1) distal 
arterial insufficiency; (2) pulsating expanding hema- 
toma; (3) active bleeding, and (4) pulsatile bleeding. 
Of 27 patients who underwent exploratory opera- 
tions and in whom no injury of a major blood vessel 
was found, 8 had diagnostic peripheral arteriograms. 
No interruption to arterial flow was demonstrated. 
The authors point out that this group did not manifest 
the four major criteria for exploration. The location of 
the wound was the major reason for the surgical inter- 
vention. They conclude that arteriography is of value 
in patients who do not have the four major clinical 
criteria for exploration, since for them surgery may be 
unnecessary. This may be of particular importance in 
the evaluation of patients with multiple injuries. 
—Richard E. Gardner, M.D. 


Prevailing Interstitial Pressures in the Lower Limbs. 
Stacey B. Day, LERNER B. HinsHaw, and ARNOLD 
Wa oer. Irish J. M. Sc., 1960, p. 148. 


SUBCUTANEOUS INTERSTITIAL PRESSURES were meas- 
ured in the normal and edematous human lower 
limb employing a “null point” procedure according 
to the criteria of McMaster. All measurements were 
made with the subject lying prone on a bed. A No. 27 
gauge needle was inserted 5 mm. perpendicularly 
into the subcutaneous tissue in an area immediately 
proximal to the ankle joint. Pressures were recorded 
by means of a strain gauge manometer. 

In a group of 16 normal control patients the mean 
average tissue pressure was 2.5 mm. of Hg. It was 
estimated that 96 per cent of the healthy general 
population could be anticipated to fall into this same 
general range. Tissue pressures were also recorded 
in 7 patients with clinical edema, and the pressures 
were considerably higher, ranging from 4.0 to 7.5 
mm. of Hg. —George R. Holswade, M.D. 


Changes in Foot Volume and Capillary Fragility 
During Continuous Cold Exposure and Starvation. 
Paut S. NorMAN, Marin B. Kremer, and P. F. 
Tampretro. 7. Appl. Physiol., 1960, 15: 261. 


SuBjects exposed to a cold environment, nude at 60 
degrees F. for prolonged periods of time, often com- 


plain of transient foot pain and tenderness during re- 
warming. An opportunity was afforded to study 6 
men living nude for 2 weeks at 60 degrees during 
which period no food was consumed. Foot volumes 
and capillary fragility of the dorsum of the foot were 
measured by means of water displacement by the foot 
in a metal boot and a suction petechiometer, respec- 
tively. The experimental period was preceded and 
followed by 2 week periods for control and recovery 
at 80 degrees F. with a caloric intake of 2,400 calories. 
Foot volumes decreased 6 per cent in the first 5 
hours of cold exposure and remained constant for the 
remainder of the period. Capillary fragility decreased 
slowly during the experimental period and increased 
in the recovery period. On the third day of recovery, 
foot volumes were larger than at any other time, 
suggesting that increased volume of the foot was 
probably due to an increase in extravascular fluid. 
Changes in foot volume during the experimental 
period were probably a result of exposure to cold and 
were not influenced by starvation. Capillary fragility 
had decreased markedly by the second day and then 
decreased more slowly during the remainder of the 
riod. 
“ would appear that the early rapid change in 
capillary fragility was the result of cold exposure and 
the later, slower change was the result of starvation or 
starvation and cold. —Allan D. Callow, M.D. 


A Two-Piece Intraluminal Shunt, an Experimental 
Study (Ein zweiteiliger, intraluminaerer, nahtloser 
Shunt—eine experimentelle Studie). K. PascHoLp and 
O. Wotr. Zbl. Chir., Leipzig, 1960, 85: 8. 


IN ORDER to maintain circulation during vascular 
grafting procedures the authors have developed an 
intraluminal plexiglass shunt consisting of two pieces, 
joining each other tightly, over which the prosthetic 
segment is slipped. While the circulation is inter- 
rupted and the defective vessel segment is removed, 
the two either metal or plastic cannulas are tied cir- 
cumferentially from the outside onto the proximal 
and distal end of the vessel. Clamps are taken off, 
thus restoring original circulation, and the proximal 
anastomosis and one-half of the distal anastomosis are 
sutured. The shunt is removed and the remaining 
half of the distal anastomosis is completed. 

This device was found very helpful in small vessel 
anastomosis. No significant blood pressure changes 
were observed after implantation of the prosthesis and 
restoration of blood flow. 

—Hans 7. Schweizer, M.D. 


Transplantation of the Big Vessels with the Aid of a 
Removable Metallic Prosthesis (Die Transplantation 
der grossen Gefaesse mit Hilfe einer entfernbaren 
Prothese). A. G6mGry, S. Husvét1, Z. Szas6é and I. 
Léstovics. Zbl. Chir., Leipzig, 1960, 85: 12. 


FROM THE CARDIOVASCULAR UNIT of the surgical divi- 
sion of the University Hospital of Budapest, Hungary, 
comes this report of a suturing aid. 
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A hinged metal band with grooves for leading the 
anastomosing sutures is placed over the two ends of a 
homologous graft and the graft is cuffed back over it 
for about 0.25 inch. With a specially designed holder 
the segment is introduced into the proximal and distal 
ends of the vessel to be repaired. Four holding sutures 
are placed and the clamps are removed. The anasto- 
moses are completed and the metal band is removed. 

Developed during twenty animal experiments, this 
method has also been used with success on humans. It 
is believed that this device could help greatly in small 
vessel anastomosis as well. 

—Hans F. Schweizer, M.D. 


Blood Vessel Conservation Using a New Synthetic 
Material (Eine neue Methode der Gefaesskonservier- 
ung durch Einbettung in einen schnellhaertenden 
Kunststoff). G. CARSTENSEN. Chirurg, 1960, 31: 49. 


THE AUTHOR reports his first experience with a syn- 
thetic thermoplastic polymer for preserving vascular 
transplants which is chemically similar to plexiglas. 
The starting substance is the methylester of metha- 
crylic acid (CH,=C(CH;)COOCH;). The material is 
obtainable in both powder and liquid form. In order 
to achieve the conservation medium these two forms 
must be mixed together to form the usable polymer. 

After the graft is removed from a donor animal 
under sterile conditions it is put into the emulsion, 4 
parts liquid to 5 parts powder, of souplike consistency. 
About 10 minutes later the vascular segment is solidly 
embedded. The resultant mass is of a greenish color 
through which the vessel is clearly visible. Contami- 
nation is impossible and transportation presents no 
hazard. 

To get such a graft ready for surgery, sterile condi- 
tions are again applied. As the preserving material is 
hydrophobic the vessel is freed by merely cutting the 
block circumferentially and longitudinally and peel- 
ing away sections of plastic. 

So far, 87 aortic segments have been removed from 
dogs and preserved for as long as 9 months. Fourteen of 
them were subsequently grafted. Thirteen of the dogs 
survived, the longest survival being 140 days. The 
animals, sacrificed at different times, all showed pat- 
ent grafts. —Hans J. Schweizer, M.D. 


The Effect of Whole-Body Radiation and Infection 
on Arterial Replacement. RicHarp W. Harpy, 
Luis A. PERALES, GEOFFREY A. BouGuton, Ervine F. 
GEEVER, and Others. Ann. Surg., 1960, 151: 359. 


Tuts stupy was carried out to evaluate the effects of 
whole-body irradiation and infection on arterial re- 
placements in dogs. The replacements used were 
autogenous vein grafts and plastic arterial replace- 
ments in the femoral, carotid, and aortic arteries. The 
animals received whole-body radiation of 300 r (an 
estimated LD 10/30) 4 to 28 hours prior to operation 
and a mixed bacterial culture of Staphylococcus 
aureus, Streptococcus faecalis, Escherichia coli, and 
Clostridium perfringens was used to produce the 
infections. 

The results showed that autogenous vein grafts did 
not remain viable and invariably became dilated. 
The number of arterial grafts that were patent were 
proportionate to the size of the graft or resected 


artery. Irradiation alone and irradiation with bac- 
terial contamination under the experimental condi- 
tions of this study had no significant effect on the 
patency of the grafts with an internal diameter 
greater than 3.5 mm. 

The authors realize that dogs withstand infection 
better than humans; therefore, no direct comparison 
can be made. However, it is suggested that direct 
arterial replacement can be successfully carried out in 
wounds that have been contaminated as well as when 
there has been concomitant total body irradiation. 

—Richard E. Gardner, M.D. 


Chronic Occlusion of the Aorta and Iliac Arteries, 
C, Jurtan. Surg. Clin. N. America, 1960, 40: 


THE AUTHOR presents his experience with surgical 
therapy of chronic occlusion of the aorta and iliac 
arteries in 183 patients. Four patients did not survive. 
In 15 the planned procedure was abandoned. Fifteen 
patients in whom the procedure was completed, de- 
spite severe disease, did not have initial restoration of 
circulation. Excluding 34 patients seen early in the 
author’s experience, 149 patients are available for 
study. In these patients an initially successful opera- 
tion was performed 1 to 8 years ago. The severity of 
changes in the arteries and their distribution seem to 
be related directly to the age of the patient, although 
remarkable exceptions are observed. 

The selection of patients is primarily a matter of 
evaluation of the vessels in the lower extremity distal 
to the occluding lesions. Although aortography was 
performed in a majority of patients, more recently it 
has been abandoned for the disadvantage that aorto- 
grams not infrequently fail to provide needed infor- 
mation as to the character of the femoral and pop- 
liteal arteries. Evaluation of the degree of disease of 
femoral and popliteal levels is accomplished instead 
by direct surgical exploration at the time of the at- 
tempt to correct the occlusion at the aortic bifurca- 
tion. The character of the arterial lumen distal to the 
femoral level is often visualized by an arteriogram 
made at operation by direct puncture of the exposed 
vessel. Sympathectomy cannot substitute for re-estab- 
lishment of circulation but it can be of benefit to 
patients in whom restoration is impossible. In certain 
patients its use in addition to direct arterial operation 
may improve the likelihood of continued function of 
the re-established circulation. The most frequently 
used technique today is bypass grafting with end-to- 
side anastomoses above and below and prostheses 
which can bend without kinking. Anastomosis is by 
simple over and over continuous suture. Connection 
of the two limbs of an aortic bifurcation prosthesis 
must be at points at which normal or near normal 
distal lumens are available for runoff. Usually this is 
below the bifurcation of the common iliac artery on 
both sides, but every patient must be prepared for 
incisions in the femoral and popliteal areas, for an 
entirely avoidable cause of failure is implantation of 
the distal end of the graft an insufficient distance 
down the extremity. The surgeon should not be satis- 
fied with a completed procedure that does not re- 
establish flow into the arteries which is palpable at 
the ankle. 
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Progressively more challenging problems have been 
met and treated successfully as experience has been 
gained in passing the distal end of the bifurcation 
graft down to the popliteal artery. The success which 
has attended this much more extensive bypass is in 
large part due to the improvement of available graft 
material. The crimped, woven, dacron graft is used 
in these cases. 

Thromboendarterectomy has been highly successful 
with lasting results, probably due to the fact that this 
procedure had been used only in patients in whom 
the disease process is very much localized. The author 
believes that the results of surgical approach to the 
problem of aortoiliac occlusion are good. Restoration 
of pulses and relief of claudication are obvious bene- 
fits. Less obvious is the idea that restoration of a 
good blood flow to the distal arterial bed prevents 
or slows down the process of thickening of the vessel 
wall and atrophy of the lumen beyond the areas of 
obstruction. —Allan D. Callow, M.D. 


Occlusive Disease of Branches of the Aortic Arch. 
HusHano Javip. Surg. Clin. N. America, 1960, 40: 111. 


IF THE UNDESIRABLE SEQUELAE Of cerebral ischemia are 
to be prevented, the lesions must be recognized and 
presumably treated in the preocclusive stage. The 
most common cause has been arteriosclerosis of cere- 
bral vessels usually associated with occlusive lesions 
elsewhere. The author divides the process into two 
arterial systems: caroticovertebral occlusion and the 
subclavian system occlusion. Caroticovertebral occlu- 
sion is essentially a disease of males in the fifth and 
sixth decades of life and begins with the formation of 
an atheromatous plaque at the bifurcation or at the 
origin of the carotid artery. 

Endarterectomy of the carotid and innominate ar- 
teries has been disappointing in spite of temporary 
initial success. Lesions of the proximal end of an aortic 
arch branch are best treated with bypass grafts, utiliz- 
ing end-to-side 10 mm. crimped woven dacron grafts. 
Of 15 patients with obstruction of the internal carotid 
artery 2 had complete obstruction and blood flow was 
not restored in either one by endarterectomy. Of 13 
with incomplete obstructions 11 were treated by en- 
darterectomy and 2 by bypass graft with restoration 
of blood flow. There were no deaths. Of 10 patients 
with obstruction of the common carotid artery, 6 with 
complete obstruction were treated by bypass graft and 
blood flow was restored in all, as it was also in 4 with 
incomplete obstruction. There was one death in a 
patient with complete carotid obstruction. 

Of 78 patients who underwent operation for vascu- 
lar insufficiency of the upper extremity, the causative 
factor was arteriosclerosis in 24. Six of these patients 
had occlusion of the proximal portion of the sub- 
clavian artery and were subjected to direct arterial 
surgery. Four patients underwent bypass graft be- 
tween the aorta and the subclavian artery, the aorta 
and the brachial artery, or the left common carotid 
and the left subclavian artery. The degree of obstruc- 
tion was complete in all and in all 4 the result was ex- 
cellent. In the remaining 2 endarterectomy of both 
subclavian and brachial arteries was carried out. 

_ The ideal candidate for carotid or vertebral surgery 
18 In category 1 with completely reversible symptoms, 
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in contrast to those in category 3 whose neurologic 
changes may persist. Complete occlusion of the in- 
ternal carotid artery at the bifurcation is more fre- 
quently associated with propagating thrombosis of the 
artery into its intracranial portion. Complete evacua- 
tion and clearing of the internal carotid has proved to 
be impossible unless the operation was performed 
within a few hours after the occlusion occurred. The 
presence of a bruit appears to be the most important 
physical sign. —Allan D. Callow, M.D. 


Aortic Rupture After Blunt Thoracic Trauma (Aor- 
tenruptur bei stumpfem Thoraxtrauma). M. A. ZEHN- 
DER. Helvet. chir. acta, 1959, 26: 442. 


Ha F of the traumatic ruptures of the aorta develop in 
its proximal portion; the abdominal aorta is less com- 
monly affected. This report concerns 45 patients de- 
scribed in the literature or observed by the author. 
The inciting injury was of different types: (1) com- 
bined deceleration and compression; (2) pure deceler- 
ation; (3) fall on the back; (4) direct thoracic com- 
pression and contusion; or (5) direct blunt injury of 
the thorax. 

The fact that two-thirds of the patients were under 
the age of 30 years indicates that degenerative changes 
of the vessel wall are an insignificant or no predispos- 
ing factor. Early aortic rupture commonly remains 
undiagnosed, since a quiescent period follows prior to 
rupture into the pleural cavity. In 20 per cent of 151 
patients with aortic ruptures reported, the time from 
the moment of injury to death varied widely. Even 
after rupture and bleeding into the thoracic cavity, 2 
of 10 patients seen by the author were salvable. 

The early cases of aortic rupture under study showed 
interscapular back pain ascending along the verte- 
bral column, pleural pain, and dypsnea. Pain radi- 
ating into the left side of the neck and upper arm and 
pulse differences between the right and left arm or 
upper and lower extremities were observed. Paralysis 
of the recurrent laryngeal nerve was seldom seen. 
Roentgenologic examination showed enlargement of 
the supracardiac vascular shadow produced by the 
subadventitial and subpleural hematoma dissecting 
from the rupture site proximally and distally. The 
trachea and esophagus were commonly deviated to 
the right. 

In pleural apoplexy (posterior hemothorax) normal 
auscultation and percussion findings are noted in the 
anterior part of the chest, and the mediastinum is 
shifted to the right. Even though this stage in most pa- 
tients will be lethal, prolonged survival and sponta- 
neous cures are known. 

The author reviews various techniques of bypassing 
the aortic rupture while repair by direct suture or 
graft is in progress. A technique using an intraluminal 
shunt and a modified perivascular Satinsky clamp is 
described. This procedure, previously evaluated ex- 
perimentally, found clinical application in 1 patient. 

—Karel B. Absolon, M.D. 


Aortic Grafts of Polyurethane in Dogs. BAREND 
Dreyer, TEetsuzo Axutsu, and WILLEM J. Kotrr. 
J. Appl. Physiol., 1960, 15: 18. 

IT HAS BEEN STATED that all impermeable plastic tubes, 

no matter how smooth or unwettable, have a discour- 
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aging history of thrombosis because fibrin cannot stick 
firmly to a smooth internal surface. It becomes par- 
tially dislodged and induces further fibrin deposition 
within the blood stream. Porous tubes tend to remain 
open, however, presumably because of the ingrowth 
of fibroblasts to anchor the pseudoendothelium. To 
prove that the internal surface of the tube is an im- 
portant factor in the occurrence of thrombosis, it is 
necessary to compare the functioning of tubes made 
of the same material but with different inner surfaces. 

The authors here utilized the membrane, or 
smooth, and the foam, or porous, forms of polyure- 
thane VC. Grafts of smooth and nonsmooth internal 
surfaces were made of membrane and of sponge. 
Some of these were siliconized and some were not. 
Polyurethane solution was also used to impregnate 
grafts of crimped, woven teflon. Grafts were inserted 
in the terminal portion of the abdominal aorta. In 
some instances the aorta was not divided but part of 
its anterior wall was excised and replaced by a smooth 
membrane patch. 

In each of 9 dogs with smooth grafts of polyurethane 
membrane the graft thrombosed. Of the 4 siliconized 
smooth grafts, 3 thrombosed but remained open some- 
what longer than the unsiliconized grafts. The 4 grafts 
of crimped teflon became coated with a layer of blood 
clot on the inside but remained open even though the 
walls of 2 of the grafts had been made impervious. 
Thirteen of 16 grafts of polyurethane foam remained 
open. Six dogs thought to show patent anastomoses on 
aortograms are to be re-examined after 1 year. 

A graft of polyurethane foam seems to meet require- 
ments of an ideal artificial graft. It is not physically 
modified, is chemically inert, may gain strength in- 
side the body for at least as long as 6 months after in- 
sertion, is unlikely to induce an allergic reaction, and 
does not appear to irritate the tissues. It can be steri- 
lized by boiling for 10 minutes and is available com- 
mercially. The grafts are easy to handle and to suture. 

The authors state that the evidence obtained in 
these experiments indicates that the wall need not be 
permeable as long as the inner surface is rough enough 
to present a foothold for fibrin. 

—Allan D. Callow, M.D. 


Spontaneous Occlusions of Upper Extremity Arteries 
(Les oblitérations artérielles spontanées des membres 
supérieurs). P, WERTHEIMER, J. Sautot, R. Pourat, 
J, — and A. SisTeRoN. Ann. chir., Par. 1960, 


Tuis REPORT from Surgical Clinic B of the Edouard- 
Herriot Hospital, Lyons, France considers spontane- 
ous thromboses of upper extremity arteries, except 
occlusions resulting from trauma or embolism. During 
the past 20 years, 50 such cases have been encountered 
as contrasted with 1,300 cases involving arterial occlu- 
sion in the lower extremities. No single etiologic agent 
could be accused. Upon admission, 35 patients had 
occlusive disease in the arm alone, whereas in 15 
there was associated arterial disease in the legs and 
elsewhere. 

In most cases, symptoms were sudden in onset and 
occurred in the forearm, hand, and arm. Intermittent 
claudication of the arm was encountered in only 6 
cases. The presenting complaint usually consisted 


of severe digital symptoms including pain, cyanosis, 
trophic changes, or ulceration or gangrene of the ter- 
minal phalanges. Vasomotor crises occurring sponta- 
neously or aggravated by heat or cold were common. 

Arteriography is indispensable and, except in cases 
in which the aortic origin of the artery is involved, is 
performed by percutaneous puncture of the sub- 
clavian artery and serial roentgenograms after injec- 
tion of dye. 

Cases are divided into 3 groups according to 
pathologic anatomy; major artery disease, digital 
artery disease, and juxta-aortic disease. There were 17 
cases of major artery disease, including 1 subclavian, 
6 humeral, and 10 radial or cubital artery occlusions, 
Classically, these patients have forearm pain, fatigue, 
or claudication but more often digital symptoms, 
There were 33 digital artery occlusions which include 
obstructions in the palmar arch. Twenty-six were 
unilateral and 7 bilateral. These cases were quite 
characteristic in the localization of severe symptoms 
and signs to single or few fingers. Juxta-aortic obstruc- 
tions were not encountered in this series. 

Treatment in this series included stellate ganglion 
blocks, or intra-arterial injection of vasodilators or 
hydrocortisone, periarterial sympathectomy, ar- 
teriectomy, stellate ganglionectomy, preganglionic 
sympathectomy, thromboendarterectomy, and adre- 
nalectomy. The authors were most pleased with the 
results of preganglionic sympathectomy. Restoration 
of arterial continuity was attempted by disobliteration 
in 3 cases of brachial artery obstruction; all were 
initially successful, but 2 patients had thrombosis post- 
operatively and return of the original symptoms. One 
patient remains asymptomatic and without thrombosis 
after 14 months. —Robert S. Shaw, M.D. 


Circulation in Lower Limb Before and After Recon- 
struction of Obstructed Main Artery. E. S. SNeLt, 
H. H. G. Eastcott, and M. Hamitton. Lancet, Lond., 
1960, 1: 242. 


In A sERIES of 12 patients with severe, intermittent 
claudication due to a localized obstruction in a main 
artery of the lower limb the arterial circulation was 
investigated by plethysmography before and after re- 
constructive surgery. The obstruction was relieved by 
an arterial homograft in 9, by an autogenous vein 
graft in 1, and by thromboendarterectomy in 2. After 
operation the exercise tolerance was greatly increased 
in all and claudications disappeared in all but 3 pa- 
tients. Blood flow through the calf was measured by 
plethysmography at rest and during reactive hypere- 
mia in 8 patients and in 12 healthy men. The resting 
calf flow was sometimes equal to or even greater in 
the affected limb than in the contralateral limb and 
the calf reactive hyperemia curve was abnormal and 
lower in the affected limb. Also the normal calf re- 
active hyperemia was greater than in the patient's 
symptomless limb. In the early postoperative period 
the affected limb had the larger resting flow and its 
reactive hyperemia curve became higher and assumed 
a normal shape. ; 
The percentage repayment by reactive hyperemia 
of a calf blood flow debt incurred by 5 minutes of 
circulatory arrest averaged 134 in the normal group, 
103 in the patients’ symptomless limb, and 74 in the 
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affected limb. It would seem that reactive hyperemia 
is not a nicely balanced response, but a vasodilatation 
induced by many independent causes with the integ- 
rity of the arteries as a limiting factor. 

In 7 patients foot blood flow was measured serially 
and was found to increase in all patients in the oper- 
ated upon limb after operation. In 5 patients the flow 
exceeded that in the other foot for several days. The 
authors believe that this postoperative vasodilatation 
in the foot is due to partial release of sympathetic 
tone by interruption of the periarterial sympathetic 
fibers. —George R. Holswade, M.D. 


Recurrent Macroembolism and Microembolism in 
Cases of Peripheral Venous Thromboses (Die rezi- 
divierende akro- und Mikrolungenembolie bei 
peripheren venoesen Thrombosen). GUNTHER KONN. 
Medizinische Welt, 1960, p. 23. 


Tuts REPORT from the Institute of Pathology of the 
University of Freiburg, Germany draws attention to 
the clinical and pathologic aspects of recurrent em- 
bolism in the lungs. The incidence of lung embolism 
has increased since the Second World War and an 
understanding of the underlying anatomic changes 
will enable the clinician to recognize early signs and 
symptoms. 

General pertinent histologic findings are sum- 
marized briefly and 24 autopsies are reviewed. In 4 
patients the clinical picture of primary pulmonary 
sclerosis prevailed, whereas in 6 cases recurrent bron- 
chopneumonia and/or dyspnea of varying degree was 
characteristic. Subsequently microembolic and mac- 
roembolic processes were found in the two groups 
respectively. The remaining 14 cases were clinically 
complex and nothing could be concluded as to the 
origin of recurrent embolization. Possible conclusions 
may be drawn from the clinical implications and the 
pathologic happenings. 

The observation of a temporary cor pulmonale in 
the experimental animal may also be made in man 
and thus furnish an early guide for the detection of 
recurrent embolism of the lungs. 

—Hans F. Schweizer, M.D. 


LYMPHATIC VESSELS AND NODES 


Ascites, the Role of the Lymphatics in the Accumula- 
tion of Ascitic Fluid. F. C. Courtice. Med. 7. 
Australia, 1959, 2: 945, 


IN THE NORMAL INDIVIDUAL, the finely adjusted bal- 
ance of sodium and water in the body is regulated 
mainly by two hormones. Changes in tonicity of the 
extracellular fluid act through osmoreceptors in the 
hypothalamus to enhance secretion of antidiuretic 
hormone (ADH) from the neurohypophysis. If tonicity 
goes up, more ADH is released, and increased water 
retention will correct the hypertonicity. The total 
volume of extracellular fluid is thus determined by 
the amount of sodium present. When more fluid is 
needed, more salt-retaining hormone, aldosterone, is 
secreted by the adrenal cortex. Some type of volume 
receptors may be responsible for the stimulus to 
aldosterone secretion. 

In patients with ascites, there is an increased output 
of both hormones and a diminished sodium output. 
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Most evidence indicates that this sodium retention is 
not the primary cause of the ascites, but that the in- 
crease in aldosterone and ADH secretion is secondary 
to the primary cause of the ascites. 

Of the different types of ascites, that related to an 
increase in intrahepatic portal pressure is the most 
common. There are rich lymphatic plexuses associated 
with the portal circulation and with the interchange 
of fluid from the peritoneal cavity. The intestinal and 
hepatic lymphatics normally transport as much as 20 
liters of tissue fluid per day to the blood stream. The 
normal flow through the diaphragmatic lymphatics is 
quite insignificant, but in ascites these lymphatics may 
transport a liter or more of fluid per day. 

Either experimental cirrhosis or occlusion of the 
inferior vena cava between liver and diaphragm 
raises intrahepatic portal pressure, and there is a 
great increase in hepatic lymph flow. When the he- 
patic fluid balance is upset to a degree that the hepatic 
lymph drainage is inadequate, overflow into the 
peritoneal cavity occurs. When this overflow is so 
great that the additional emergency drainage capac- 
ity of the diaphragmatic lymphatics is overtaxed, then 
ascites occurs. The ascites reduces the effective plasma 
fluid volume, and the salt and water retaining mech- 
anisms are invoked through secretion of aldosterone 
and ADH. —Stanley W. Tuell, M.D. 


BLOOD AND TRANSFUSIONS 


Replacement of Blood Loss During Surgical Proce- 
ures with Blood Collected in Citrate Phosphate 
Dextrose Solution. Joun G. Greson II, SEARLE B. 
Regs, and Tuomas J. McManus. NV. England 7. M., 
1960, 262: 595. 


THE AUTHORS reported in 1957 on the posttransfusion 
survival of red cells of human blood collected in a 
citrate phosphate dextrose solution contained in a 
plastic bag stored at 4 + 1 degree C. and infused by 
means of plastic recipient sets. They noted that the red 
cell survival, when blood was collected in this manner, 
fell between 28 and 32 days. The extension of the safe 
useful period for stored blood from the current per- 
missible 21 to 30 days is of considerable importance to 
military personnel in planning for long distance trans- 
portation of blood and to civilian blood banks in 
minimizing the loss of blood through outdating. Blood 
collected in this way offers advantages over that col- 
lected in acid citrate solution since its citrate concen- 
tration is 20 per cent less, the initial whole blood pH 
is 7.2, and the red cells are initially in a better func- 
tional state. —Gordon F. Madding, M.D. 


Dialysis of Citrate Blood for Transfusion. T. Huizinca. 
Arch. chir. Neerl., 1960, 12: 25. 


Since 1943 there have been reports of citrate intoxica- 
tion from rapid transfusion of large quantities of 
citrate blood. Sodium citrate is thought to have had 
an unfavorable effect on cardiac function. The author 
is led to the conclusions, by a review of the literature, 
that reliable substitutes for citrate blood are urgently 
needed in certain cases, particularly by cardiovascular 
patients requiring large amounts of blood, and, on the 
other hand, that an adequate substitute for sodium 
citrate has not been found. 
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Using a dialysis membrane of seamless cellophane 
tube of 28 mm. diameter and a wall thickness of 25 
microns, a dialyzing fluid containing sodium, potassi- 
um, magnesium, chloride, bicarbonate, and glucose, 
and a tank of polymethylmetacrylate (perspex) it 
proved possible to obtain virtually citrate free in- 
coagulable blood after 4 hours. It was also possible to 
reduce the sodium concentration of the blood so that 
more ample intravenous administration of sodium 
bicarbonate is feasible in the control of metabolic 
acidosis. 

Since the end of 1956, a larger number of patients 
operated upon under hypothermia or with the aid of 
extracorporeal circulation were given blood liberated 
of citrate ion and calcium citrate by such dialysis. 
These clinical applications permit the following con- 
clusions. In suitable cases dialyzed blood is a valuable 
substitute for citrate blood. Patients given dialyzed 
blood have shown no hematologic or urinary changes 
suggestive of increased blood breakdown. 

—Allan D. Callow, M.D. 


A New Anticoagulant, G 25766, of the Indanedione 
Series, with Protracted Action (Ueber ein neues 
Antikoagulans, G 25766, der Indandion Reihe mit 
protrahierter Wirkung.) I. PucatscH. Schweiz. med. 
Wschr., 1960, 90: 209. 


THE AUTHOR has studied the effect of G 25766 2-(4’- 
chloropheny]) - indanedione- (1,3) on a small number 
of healthy persons and in 120 hospitalized patients 
and 34 outpatients during the past year and a half. 
Treatment extended over periods of several weeks to 
several months. Laboratory control was carried out 
by means of Quick’s prothrombin time determination. 
Later, factor II, factor VII, and factor X were de- 
termined separately in addition and the doses adjusted 
according to the factor X level. In the author’s experi- 
ence, factor X can be decreased to a therapeutic level, 
10 to 25 per cent, in 48 to 72 hours. After discontinu- 
ance of the treatment, the coagulation properties re- 
turn to normal gradually, not abruptly, so that there 
is no danger of thromboembolism at that time. 
Dosage must be adjusted individually in each case, 
but in patients with normal coagulation properties 


the following treatment has proved effective: on the 
first day, 20 mgm.; on the second day, 12 mgm.; and 
on the third day, 2 to 4 mgm. No instance of throm- 
bosis or embolism occurred during treatment. Three 
patients died, due to recurrence of myocardial infarc- 
tion, in the early stage of treatment; for 1 of them, the 
diagnosis was not confirmed by autopsy. One patient 
died of cerebral hemorrhage after a sudden increase in 
blood pressure and 4 patients had minor hemorrhagic 
complications. These complications could be con- 
trolled easily by means of vitamin K,. In 2 patients, 
generalized pruritus (without exanthema) appeared 
after long treatment; in 1 of them, treatment had to 
be discontinued. The author states that G 25766 has 
proved to be a useful drug for long term anticoagulant 
therapy. —Erwin Simandl, M.D. 


Postoperative Changes in Blood Coagulation in Eld- 
erly Patients, Giorcio FERucLIo, HERSHEL Sanp- 
BERG, and SAMUEL BELLET. Am. 7. Cardiol., 1960, 5: 
477. 


A COAGULATION PROFILE of 15 elderly patients ranging 
in age from 67 to 93 years was studied immediately 
prior to surgery and on the third and seventh post- 
operative days in the following manner: (1) clotting 
time in glass and silicone; (2) recalcification time; 
(3) prothrombin activity in plasma and serum; (4) 
tolerance to heparin in vitro; and (5) platelet count. 

A state of hypocoagulability developed on the third 
postoperative day. However, not all of the clotting 
factors were directed toward decreased coagulability. 
There was an increased thromboplastin activity as 
manifested by a shortening of the recalcification time, 
but other factors, decrease in platelet count and de- 
crease in the tolerance to heparin, counteracted this 
effect and shifted the clotting mechanism in the direc- 
tion of hypocoagulability. 

On the seventh postoperative day all factors oper- 
ated in the direction of hypercoagulability. This 
tendency toward hypercoagulability noted on the 
seventh postoperative day is considered to be an im- 
portant factor in producing the greater incidence of 
postoperative thromboembolic phenomena observed 
in elderly patients. —George R. Holswade, M.D. 
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SURGICAL MANAGEMENT 


PREOPERATIVE AND POSTOPERATIVE CARE 


Parenteral Fluid Therapy for Children Undergoing 
Major Abdominal Surgery, a Study of 120 Con- 
secutive Cases. WINIFRED F. Younc, JoHN McInrTosu, 
VALENTINE Swaln, and B. Levin. Brit. 7. Surg., 1959, 
47; 261. 


IN THIS REPORT a scheme is described for estimating 
the needs of infants and children for intravenous in- 
fusion in support of major abdominal operations. The 
authors point out that children are frequently dehy- 
drated at the time of operation and that they may 
need intravenous therapy for days or even weeks. 

The renal function of newborn and very young in- 
fants has been shown to be less efficient than that of 
older subjects. Both glomerular filtration rate and 
tubular function are lower relative to body size, and 
the ability to concentrate and dilute the urine is also 
less. The dehydration associated with an acute ab- 
dominal condition is usually of mixed origin. Infants 
have relatively larger losses from the skin and lungs 
and from the bowel than older subjects, and con- 
sequently reach advanced stages of dehydration in a 
shorter time. Selective excretion of water is adversely 
affected by sodium depletion; however, the post- 
operative antidiarrheal effect noted in adults has not 
been described in young children. In spite of the high 
serum potassium levels of newborn infants, it has been 
shown that even premature infants, when given potas- 
sium intravenously, are able to excrete it freely in the 
urine. The authors divide treatment into three stages: 
the initial infusion ending when urine is passed, then 
daily infusions for 24 hour periods, followed by re- 
placement infusions if abnormally high losses are sus- 
tained, as in paralytic ileus. 

Clinically manifest dehydration represents a loss of 
water of about 5 per cent of the body weight, and 
they prescribe an infusion of 20 to 30 ml. per pound of 
body weight, given in a 4 to 6 hour period. Solutions 
of dextrose with sodium, but without potassium salts, 
are given at this stage; thus, one-fifth isotonic saline is 
given to patients before elective operations, half- 
isotonic saline to those with acute abdominal condi- 
tions who have lost electrolytes, and isotonic saline 
and/or one-sixth molar sodium lactate to those with 
severe losses from copious vomiting or diarrhea. In 
addition, plasma and/or blood should always be 
given to severely ill patients in anticipation of shock 
during operation. For daily infusions, one-fifth iso- 
tonic saline in 5 per cent dextrose, to which potassium 
chloride or acetate is added to give a concentration of 
about 20 mEq./I. of potassium, is recommended. 

_ The volume and composition of the various solu- 
tions recommended by the authors are given in tables 
in the original article. A consecutive series of 97 in- 
fants and children, aged 1 month to 13 years, and 23 
newborn infants were treated according to this plan. 
Clinical progress in response to intravenous fluid 
therapy was satisfactory in all but 4 of the 93 older 
children, and in all the newborn infants who survived 


operation. In these 4 convulsions due to water intoxi- 
cation developed. The losses of gastrointestinal fluid 
had been underestimated in these cases. 

—Alan Thal, M.D. 


Fat Emulsions for Clinical Intravenous Therapy. Ep- 
WARD H. Storer. Arch. Surg., 1960, 80: 214. 


THERE Is considerable interest in fat emulsions for 
intravenous use because of the need for a parenteral 
fluid rich in calories but low in osmotic effect. Clinical 
testing of fat emulsions was started at the University 
of Tennessee in Memphis in 1955 and the author 
reports that 1,537 infusions have been given. An 
anhydrous fat emulsion to circumvent the hydrolysis 
problem has been developed and during the past 18 
months the following formula has been used: 10 per 
cent safflower oil, 0.5 per cent phosphatide, and 8 per 
cent glycerin. Of this formula, 826 infusions have been 
given with 63 reactions, a rate of 7.6 per cent. There 
have also been 49 side effects or minor reactions, a 
rate of 5.9 per cent. The over-all rate for reactions and 
side effects is 13.6 per cent and there have been no 
serious reactions. The reaction rate is higher in 
patients who are febrile at the time of starting the 
infusion, in patients with disease of the liver or biliary 
tract, and in patients given infusions on the first post- 
operative day. 

Multiple intravenous fat infusions have been fol- 
lowed in some patients by a clinical syndrome that 
consists of various combinations of the following 
symptoms: malaise, anorexia, fever, susceptibility to 
infection, anemia, blood-clotting abnormalities, hem- 
orrhage, abnormal liver function tests, right upper 
quadrant distress, hepatomegaly, splenomegaly, and 
accumulation of sudanophilic material in the liver. 
In some patients the “fat overload syndrome”’ devel- 
ops, possibly caused by overloading of the reticulo- 
endothelial system with fat. It has been suggested 
that, although the human body can easily handle 90 
gm. of fat per day, it cannot handle the same amount 
of fat given in a 2 or 3 hour period; the transport 
mechanisms are overwhelmed and some of the fat is 
picked up by the reticuloendothelial system. Another 
possibility might be that there is a small amount of fat 
in each infusion which is chemically or physically 
foreign to the system. A third possibility is that the 
body may need to have protein and carbohydrate 
available along with the fat in order to deal with the 
fat in an optimum manner. Therefore, the author 
suggests that the number of infusions of fat which may 
be given as routine clinical therapy be limited to 10 
(5 liters). —Gilbert S. Campbell, M.D. 


Postoperative Renal Dysfunction (Les accidents ré- 
naux post-opératoires). JEAN HAMBURGER. Presse méd., 
1960, 68: 279. 


THE AUTHOR reports an analytical study of 200 cases 
of postoperative renal problems observed at the Neck- 
er Hospital in Paris, France and derives therefrom the 
underlying mechanisms and therapeutic approaches. 
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For the purpose of tabulation these 200 renal difficul- 
ties were classified in 5 categories. 

Functional renal insufficiency was the most com- 
mon postoperative problem. It was encountered 76 
times, or in 38 per cent, and its basis was either water- 
electrolyte imbalance or circulatory collapse. 

There were 49 patients, 24.5 per cent, in the second 
category, that of organic renal lesions other than 
transfusion reactions. The lesions included: acute tu- 
bular necrosis, 12 per cent; ascending interstitial 
nephritis, which was primarily a sequel to urologic 
surgical procedures, 6 per cent; hematogenous infec- 
tious interstitial nephritis which followed septicemia 
from biliary surgery or perforated peptic ulcer, 1.5 
per cent; renal vein thrombosis, a complication of 
surgery for tumor in the kidney region, 4 per cent; and 
renal infarct, 0.15 per cent. 

Transfusion reactions comprised nearly one-quar- 
ter, 24 per cent, of the cases and were due either to 
matching errors or to administration of the wrong 
blood. In spite of the use of the artificial kidney when 
indicated, the mortality rate was 18 per cent. 

Acute postoperative anuria occurred 13 times, 6.5 
per cent, and represented aggravation of prior renal 
dysfunction. 

The final 14 cases, 7 per cent, were postoperative 
renal insufficiencies of such complex nature that they 
could not be listed in any of the foregoing categories 
on the basis of the information available. 

—Edwin 7. Pulaski, M.D. 


Serious Surgery in the Aged. Epwarp E. JEMERIN. 7. 
Am. Geriat. Soc., 1960, 8: 185. 


THE ADVANCED AGE of our population has necessitated 
an extension of surgery into older patients. In general, 
these patients withstand surgery quite well; however, 
their reserve capacities are diminished and precise 
management is necessary. 

It is of importance to evaluate pre-existing disease, 
remembering that the functional reserve of all organs 
is probably reduced by the aging process. In addition 
to the preoperative evaluation and the correction of 
any deficits which may exist, it may be of value to 
give the patient ACTH for 5 to 6 days before surgery 
and often for several days after the operation. 

The operation should be planned in advance and 
the minimal operation performed which will provide 
adequate recovery for the patient. It is often advisable 
to use staged procedures in these elderly people in 
order to minimize the risk. 

In the postoperative state adequate ventilation of 
the lungs would appear to be the most important 
factor. Frequent turning and active exercise in bed 
along with early ambulation should be practiced. 
Intratracheal suction and bronchoscopy or the use of 
a tracheostomy may be of great value in these 
patients. 

Because an indwelling Levin’s tube may interfere 
with adequate respiration, the possibility of drainage 
through a surgical gastrostomy should always be 
considered. 

Surgery of the biliary tract is frequently indicated 
in the aged, and in routine autopsies gallstones were 
found in more than 50 per cent of the patients over the 
age of 70. Because of the dangers of surgery of the 


biliary tract in an elderly patient, cholecystectomy 
should be carried out as an elective procedure rather 
than as an emergency procedure. Cholecystostomy 
should be considered in bad risk cases. 

Acute appendicitis is still associated with a signifi- 
cant mortality (4.5 per cent) in the aged, and the 
serious complications of appendicitis are more com- 
mon because of the insidious onset and mild symptoms 
of the disease. Here again, with early diagnosis and 
prompt surgery, the morbidity and mortality may be 
reduced. 

Elective gastrointestinal surgery in the aged carries 
about the same morbidity and mortality as it does in 
younger individuals. It is often desirable to use the 
lesser of two procedures in the aged patient in order 
to reduce morbidity and mortality. For example, 
there should be no hesitancy in selecting gastro- 
enterostomy and vagotomy rather than gastrectomy 
for the patient with peptic ulcer. 

In general, colonic surgery is limited to the treat- 
ment of carcinoma or diverticulitis, and a two stage 
procedure with a preliminary colostomy may be ad- 
visable. After a colostomy, it is usually best to wait 
until all inflammation has subsided, which may take 
several months, before a definitive procedure is 
accomplished. 

Intestinal obstruction is one of the more serious 
surgical diseases of the elderly patient. The effects of 
distention, fluid and electrolyte imbalance, and infec- 
tion, which may follow intestinal obstruction, are 
poorly tolerated in this group of patients. Diagnosis 
and treatment should be prompt and direct. 

—John H. Davis, M.D. 


INFECTIONS AND ANTIBIOTICS 


The Influence of Clorpactin WCS-90 on the Bacterial 
of Surgery. Meruin K. DvuVAt, Jr., 
and Frank H. Howarp. Surgery, 1960, 47: 210. 


THE GREATEST REMAINING SOURCE of morbidity for 
patients required to undergo a surgical operation is 
a complication of bacterial origin. The development 
of antibiotic therapy, over the past decade, has made 
it possible to reverse many established infections, but 
there is scant evidence that antibiotic therapy is of 
value in preventing such complications. On the con- 
trary, the use of antibiotics may result, instead, in the 
development of resistant flora for which appropriate 
therapy is unavailable. Because of this, the authors’ 
work relates to a search for materials and methods 
for the prevention of bacterial infection. 

Clorpactin WCS-90 was the material studied in 
an effort to assess its merits in controlling or reducing 
bacterial complications of all wounds on a general 
surgical service. The study, conducted over most of 
a 1 year period, concluded after a thousand cases had 
been observed. The study consisted of using clorpactin 
in distilled water, employed both to prepare the skin 
and as a wound irrigant at the time of operation. The 
results were compared to those of a control group in 
which the skin was prepared with surgical soap con- 
taining hexachlorophene (septisol), and the wound 
irrigated with sterile saline. At operation, the opera- 
tive site was scrubbed for 5 minutes with either clor- 
pactin or septisol, dried with a sterile towel, and suit- 
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ably draped. Skin towels were not used. As the oper- 
ation proceeded, the wound was irrigated for a full 
minute with approximately 300 c.c. of 0.4 per cent 
clorpactin WCS-90 or sterile saline, respectively, 
once each hour and again at the time of final wound 
closure. Irrigation of the peritoneal or pleural cavities 
was carried out, in some cases, at the discretion of the 
operating surgeon. Nondrained operative wounds 
were covered with sterile dressings for 48 to 72 hours 
and then were left exposed. 

The experience gained from this study justified two 
observations. First, there was no doubt that the oper- 
ative use of clorpactin substantially reduced the inci- 
dence of postoperative bacterial complications at the 
site of operative wound. Second, there was no evi- 
dence that the clorpactin was in any way harmful to 
the patient, even if used in copious quantities within 
the peritoneal or pleural cavities. The period of in- 
testinal ileus was shorter; the postoperative tempera- 
tures were lower and returned permanently to normal 
sooner among the clorpactin cases. 

The majority of failures seemed to occur in two 
situations, namely, cholecystectomies and peripheral 
vascular operations. No explanation for failure in the 
cholecystectomies was evident, but failure in peripher- 
al vascular cases justified the inference that no agent 
can be substituted for good surgical technique and 
gentleness in handling tissue, especially in situations 
of compromised blood supply. 

—Gordon Madding, M.D. 


Antibiotic Combinations. Antibacterial Action of 
Serum After Ingestion of Novobiocin or Tetracy- 
cline or Both. Hans A. Hirscu and MAxweELt Fin- 
LAND. WV. England J. M., 1960, 262: 209. 


THE ANTIBACTERIAL ACTIVITY of serum of normal 
young men was determined after ingestion of novo- 
biocin and tetracycline, given singly and in combina- 
tion. Five dosages of the antibiotics were tested: 750 
mgm. of novobiocin; 500 mgm. of novobiocin in 
combination with 250 mgm. of tetracycline; 500 mgm. 
of tetracycline and 250 mgm. of novobiocin; 750 mgm. 
of tetracycline; and 250 mgm. of novobiocin. ‘The 
antibacterial activity of the serum was determined by 
a twofold dilution method in broth, using four test 
organisms. The in vitro sensitivity of the organisms, 
Staphylococcus 209P, Staphylococcus 400, Staphylo- 
coccus 195, and Streptococcus 98, had been deter- 
mined for the antibiotics. 

No synergistic effect was demonstrable with the 
combination of tetracycline and novobiocin in the 
in vitro control tests or in the antibacterial activity of 
serum after ingestion of the drugs. 

Because of inherent fallibilities of the twofold dilu- 
tion in broth, assays of the novobiocin and tetracycline 
content of the same serum were made by an agar- 
diflusion technique employing different assay organ- 
isms. The findings were confirmed. 

—Lockert B. Mason, M.D. 


Cross Infection with Pseudomonas Pyocyanea. RoGER 
Witurams, E. D. and D. E. Hyams. Lancet, 
Lond., 1960, 1: 376. 


Cross INFECTION with Pseudomonas pyocyanea is a 
relatively avirulent secondary contaminant of super- 
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ficial wounds and burns. It may become an invasive 
infection, however, in patients whose resistance is 
weakened by other diseases, particularly in infants 
and in aged adults. The organism appears to be 
resistant to the majority of antibiotics in common use 
and there is some evidence that the incidence of infec- 
tion with Pseudomonas pyocyanea is increasing. 

Pseudomonas infection was responsible for 5 deaths 
in a medical ward and these cases are reported in 
detail. It would appear that the infection in all 5 cases 
developed in the hospital and was perhaps spread by 
air contamination since a high incidence of pseudo- 
monas infection of the throat has been noted in this 
hospital in recent years. 

Each of the patients had previously been treated 
with broad spectrum antibiotics and this is in keeping 
with the role of Pseudomonas pyocyanea as a second- 
ary invader. 

The importance of the sputum as a reservoir of 
Pseudomonas pyocyanea is shown in these studies. 
During the first quarter of 1959 there were more than 
60 patients with this organism in their sputum, which 
might well have constituted a serious threat to other 
patients in the ward from air borne spread of the 
bacteria. It is of interest that the increase in Pseudo- 
monas pyocyanea in the sputum seems to parallel the 
increase in the use of broad spectrum antibiotics. 

It is suggested that those patients with Pseudomonas 
pyocyanea in the sputum, in addition to having treat- 
ment of the throat infection, should be taught to cough 
directly into a sputum pot containing a suitable disin- 
fectant. Treatment with inhalations of polymixin and 
neomycin via a nebulizer is sometimes followed by the 
disappearance of the organisms, but it is often neces- 
sary to treat the patients with the systemic antibiotics. 
While isolation of these patients would appear practi- 
cal, it is often impossible due to the large number of 
cases, so the further suggestion is made that any 
patient with leucopenia should be isolated from a 
ward in which patients with pseudomonas infection 
are located. —john H. Davis, M.D. 


Total Paralysis Regimen in Severe Tetanus. S. M. A. 
Atuapy, D. P. WLER, H. A. Rem, and L. T. 
Scorr. Brit. M. F., 1960, 1: 540. 


THE AUTHORS report the results of 10 consecutive cases 
of severe tetanus in which treatment consisted of the 
total paralysis regimen. The regimen consists of 
tracheostomy, total paralysis of the skeletal muscles, 
and intermittent positive or positive-negative pressure 
artificial respiration. 

All patients received 50,000 to 100,000 units of anti- 
serum, 50 to 100 mgm. of chlorpromazine hydro- 
chloride, intramuscularly in 4 or 6 hours, thiopental 
sodium intravenously, and crystalline penicillin. 
Whenever possible the wound causing the infection 
was excised at a suitable interval after administration 
of the antiserum. In 9 of the 10 cases the chief indica- 
tion for the regimen was one or more spasms severe 
enough to stop respiration despite conservative treat- 
ment. Of the 10 patients, 2 recovered and 8 died. 

The premise upon which this therapy is based is 
that tetanus is a self limited disease from which the 
patient will recover if he can be kept alive until the 
toxic manifestations disappear. The authors conclude 
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that in addition to the effect of the tetanus toxin on 
motor nerve cells there also appears to be a direct 
action on the myocardium. It is possible, therefore, 
that tetanus kills in ways other than through the 
spasmodic contractions and the arrest of respiration. 

In the patients who died, the common feature was 
the development of hypotension 2 to 5 days after the 
start of the total paralysis regimen. It is not likely that 
the intermittent positive pressure respirator was the 
cause of the hypotension, since extensive experience 
with this type of respiration in patients with polio- 
myelitis has shown that man can adapt himself to it 
for long periods of time. The last 5 patients in this 
series were treated with the addition of a negative 
pressure phase to the respirator and this did not cor- 
rect the hypotension. 

In 1 patient the intravenous administration of 
digoxin promptly alleviated the hypotension and, 
because the effect of this drug is primarily on the 
myocardium, central myocardial failure is suggested 
as a cause of the hypotension. 

It is concluded that the total paralysis regimen 
should be used in severe cases of tetanus, since it will 
increase the percentage of survivors, but it is not the 
entire answer to the problem. Severe damage to the 
myocardium would appear to be a direct effect of the 
tetanus toxin and may be one of the lethal factors in 
these patients. — John H. Davis, M.D. 


EXTRACORPOREAL CIRCULATION 


Performance of the Stationary Vertical Screen Oxy- 
genator (Mayo-Gibbon). B. Levin, Ricu- 
ARD A. THEYE, Warp S. Fow er, and Joun W. Kirk- 
Lin. J. Thorac. Cardiovasc. Surg., 1960, 39: 417. 


DuRING NORMOTHERMIC PERFUSIONS at a blood flow of 
220 ml. per minute per screen and ventilation with 98 
per cent oxygen and 2 per cent carbon dioxide, the 
vertical-screen oxygenator in use at the Mayo Clinic 
provided arterial blood with oxygen tensions of 105 to 
280 mm. of Hg and oxygen saturations of 98 to 100 
per cent that remained constant throughout the per- 
fusions. With increase of flow to 280 ml. per minute 
per screen, venous oxygen saturations of 63 to 70 per 
cent were brought to 90 to 99 per cent. The oxygen 
transferred by the oxygenator and utilized by the 
patients ranged from 99 to 178 ml. per minute per 
square meter of body surface. The characteristics of 
the oxygenator permit the attainment of a steady 
state by increasing its rate of oxygen transfer when 
presented with increased amounts of reduced hemo- 
globin per minute. 


ANESTHESIA 


The Electrocardiogram During Anesthesia and Sur- 
gery. THomaAs H. Cannarp, Rosert D. Dripps, JOHN 
JR., and Harry F. Zinsser. Anesthestology, 
1960, 21: 194. 


Tuis REPORT is based upon studies made in the oper- 
ating room and the recovery room during the past 5 
years with observations on approximately 2,500 pa- 
tients. The limitations of the electrocardiograph as a 
monitoring instrument and situations peculiar to the 
operating room and the anesthetized surgical patient 
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with which the clinical cardiologist might be un. 
familiar are discussed. 

Monitoring tracings differ from the routine diagnos. 
tic electrocardiogram in two ways: (1) the increased 
opportunity for artifact recording, and (2) the rapidly 
changing configuration of the wave forms comprising 
the electrocardiogram. The concept that the electro- 
cardiogram cannot measure hemodynamic adequacy 
is stressed. Common changes in cardiac rhythm ob- 
served during anesthesia and operation are described, 
Extrasystoles are generally considered benign. The 
problem of preanesthetic tachycardia is related to the 
adequacy of preoperative preparation and the pa- 
tient’s emotional status. The differential diagnosis of 
supraventricular and ventricular tachycardia is pre- 
sented and the treatment discussed. When doubt 
exists concerning the origin of the tachycardia, the use 
of drugs such as procaine amide, quinidine, or lido- 
caine, which may be effective in both conditions, is 
recommended. An electrocardiographic pattern char- 
acterized by widely distorted complexes and slow 
idioventricular rhythm is seen with the “dying heart.” 
A plan of treatment with molar sodium lactate, nor- 
epinephrine, and adequate myocardial oxygenation 
is presented by the authors. 

— Mary Frances Poe, M.D. 


The Anesthetic Significance of Serotonin Secreting 
Carcinoid Tumors. Hrant H. Stone and CE.este C, 
DonneELLy. Anesthesiology, 1960, 21: 203. 


IN THIS REVIEW ARTICLE an endocrine disorder is 
described which responds to the stress of anesthesia 
and operation by releasing into the circulation exces- 
sive quantities of a biologically active hormone. This 
action produces a bizarre symptom complex known 
as the malignant carcinoid syndrome. Primary tumors 
of the chromaffin cells of the intestine which undergo 
malignant change may synthesize 5-hydroxytrypta- 
mine or serotonin, a derivative of the amino acid, 
tryptophan. Serotonin is a normal body constituent 
and is found in highest concentration in the chromaf- 
fin or Kulchitsky’s cells of the intestine, the blood 
platelets, the brain, and the spleen. Normally its 
synthesis occurs chiefly in the intestinal wall and to a 
lesser degree in the brain. Its precise physiologic role 
in normal and pathologic states has not been estab- 
lished. 

The administration of anesthesia to patients with 
serotonin secreting carcinoid tumors may be com- 
pletely uneventful or it may be complicated by 
exacerbation of symptoms of variable severity. A 
severe attack may produce death before surgery has 
begun. The choice of anesthetic agents and method 
should be made after consideration to the following 
unique features of this syndrome: (1) Hypotension is 
known to initiate attacks; the abruptness of the fall in 
blood pressure is of relatively greater importance than 
the magnitude of the fall. (2) Bronchoconstriction 
commonly develops during a carcinoid attack in the 
anesthetized patient. Effective positive pressure venti- 
lation is the only reliable treatment now known for 
this complication. (3) Serotonin has specific effects in 
numerous physiologic functions but their significance 
remains obscure. Some may have an importance in 
anesthesia. —Mary Frances Poe, M.D. 
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Obstetric Anesthesia at the Toronto General Hospital. 
R. A. Gorpon and Ler Simonsen. Canad. M. Ass. 7., 
1960, 82: 571. 


THE TECHNIQUE Of obstetric anesthesia at the Toronto 
General Hospital, Toronto, Canada is discussed in this 
series of 25,000 anesthetics administered during a 7 
year period ending in May 1959. Two-thirds of the 
patients were private patients, most of them attended 
by specialists, while the remainder were patients at- 
tended by general practitioners or clinic patients 
attended by the house staff. There were 11 maternal 
deaths due to eclampsia, anuria, pulmonary edema, 
or bowel obstruction. None of the deaths was related 
to anesthesia. The fetal mortality rate in 1957 was 30 
per 1,000 live births. 

The anesthetic employed on the clinic service de- 
pended somewhat on the experience of the available 
house physicians and their need to learn regional in- 
filtration techniques, and varied with the availability 
of staff members of the anesthesiology department for 
supervision. Sixty per cent of the clinic patients, com- 
pared with 24 per cent of the private patients, re- 
ceived nitrous oxide with or without trichloroethylene 
and 30 per cent had regional anesthesia (48 per cent 
of private patients) in the most recent reporting period. 
Epidural block was introduced in 1955 and rapidly 
became popular. It is currently used for 29 per cent 
of clinic patients and 46 per cent of the private pa- 
tients, who almost routinely have had forceps deliveries. 
Caudal block has been used only rarely since a death 
occurred in 1944. Ether has all but disappeared during 
the past 3 years since relaxants have become available 
to facilitate intrauterine manipulation. Cyclopropane 
is used in 10 per cent of the clinic patients and 27 per 
cent of the private patients. The only serious complica- 
tions in the total series were 4 instances of aspiration 
of stomach contents. 

The group includes 1,212 cesarean sections. The 
anesthesia used for abdominal delivery was epidural 
in about three-quarters of the cases and cyclopropane 
in about 20 per cent. —W. Dieter Bergman, M.D. 


Controlled Hypotension in Urologic Surgery, a Com- 
parative Statistical Study of 233 Cases (L’ipoten- 
sione controllata in chirurgia urologica). Luciano 
Grorcio Massera. Urologia, Treviso, 

959, 6: 563. 


Tue AuTHORS, from the Civil Hospital of Treviso, 
Italy, report a series of 233 urologic operations, per- 
formed under hypotension induced by trimethaphan 
camphorsulfonate, from September 1956 to August 
1959. The material reported is not uniform, since it 
not only mirrors the progress in surgical methods 
during these years, but also is affected by the fact 
that the authors have gradually and progressively 
expanded their indications for the application of the 
hypotensive technique, extending it to patients and 
conditions in which they would previously have re- 
fused to intervene. 

‘The technique used consists of general anesthesia 
with endotracheal intubation, induced with a bar- 
biturate or, in patients in poor general condition, with 
hydroxydione (usually in dosage of less than half a 
gram) and curarization with succinylcholine chloride, 
combined with assisted or controlled respiration. The 
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hypotensive portion of the technique consists of 1 per 
thousand trimethaphan camphorsulfonate, adminis- 
tered by slow drip, with continuous control of the 
blood pressure by means of the oscillometer. Ephed- 
rine is administered intramuscularly, or even intra- 
venously, in instances of excessive drop or retarded 
rise in the blood pressure. In the authors’ cases the 
fall in the systolic blood pressure oscillated be- 
tween 34 and 41 per cent and, in the hypertensive 
patients, between 42 and 48 per cent. The operation 
was always carried out with the patient in a moderate 
Trendelenburg position (approximately 20 degrees). 

The authors admit that the number of cases re- 
ported is too meager to permit valid statistical deduc- 
tions; nevertheless, they regard the clinical results 
obtained as excellent, and point out that those who 
have inveighed against the method of controlled hypo- 
tension have on the whole based their opinions on the 
results obtained from animal experimentation, while 
those with vast clinical experience have consistently 
been partisans of the method. 

—John W. Brennan, M.D. 


Urinary Difficulties After Spinal Anesthesia (Troub!-s 
mictionnels définitifs post-rachianesthésiques). TH. 
BurGuHELE and V. Icum. Acta urol. belg., 1959, 27: 330. 


LONG TERM URINARY RETENTION after spinal anes- 
thesia has been insufficiently stressed. The authors, 
from the Panduri Hospital in Bucharest, Rumania, 
report 3 instances of chronic urinary retention and 
intestinal stasis as complications of spinal anesthesia. 

In these cases marked pain occurred during the 
original spinal anesthesia, followed by chronic urinary 
retention and intestinal stasis. Urologic examination 
revealed bladder atony without subvesical obstruc- 
tion and without systemic neurologic difficulties. The 
authors conclude that the complications were sec- 
ondary to spinal anesthesia, probably resulting from 
the needle puncture, local hematoma, and the injec- 
tion of the anesthetic agent into the second or third 
sacral roots with necrosis of nerve substance. Cysto- 
metric examination, cystoscopy, and cystography 
during micturition are essential in defining the ab- 
normality. Transurethral resection of the bladder 
neck has been helpful in reducing the amount of 
residual urine, but the patients must rely on abdomi- 
nal tension to empty the bladder. The urologist must 
therefore avoid creating incontinence. 

—j. H. Wulsin, M.D. 


Fatalities in Anesthesia and Surgery. VincENT J. 
Cotuns. 7. Am. M. Ass., 1960, 172: 549. 


THE AUTHOR points out, in a most provocative way, 
the lack of definition and terminology in assessing 
operating room deaths. He categorizes operating 
room deaths into three predominant groups, those 
related (1) to anesthesia, (2), to surgical factors, and 
(3), to the patient’s original disease. The anesthetic 
deaths are further divided into those caused by an 
overdose of anesthetic agents, those occurring during 
induction, those caused by massive vomiting and 
aspiration, and those due to errors in technical man- 
agement. Operating room deaths should be further 
analyzed as follows: (1), anesthesia, sole factor; (2) 
surgery, sole factor; (3), anesthesia, major factor, and 
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surgery, minor factor; (4) anesthesia, minor factor, 
and surgery, major factor; (5), patient’s disease, ma- 
jor factor; and (6) indeterminate. 

The author goes on to discuss the question of fatigue 
of the anesthesiologist. Among the many recommen- 
dations related to the surgical aspects of this problem, 
he points out that the mortality rate rises more 
quickly after the first 6 to 8 hours of operative time in 
adults, and in infants and in geriatric patients the 
mortality advances quickly after the first 4 hours of 
operating time. The greater the operative risk, the 
shorter the time the patient should be subjected to the 
trauma of surgery and the depression of anesthesia. 
Many accidental or incidental causes of death under 
anesthesia have come to the attention of the Anes- 
thesia Study Committee. Of these, the following are 
of special interest: (1), fracture of a cervical vertebra 
with compression of the spinal cord in an infant under 
anesthesia for repair of cleft palate whose neck was 
excessively hyperextended in order to have the head 
in a more favorable position; (2) acute adrenal in- 
sufficiency, due to extensive involvement of these 
glands by metastatic tumor, and (3) acute hyperten- 


sive crisis and pulmonary edema due to pheochromo- 
cytoma. In this instance, an unknown “renal masg” 
was repeatedly palpated by several observers before 
operation, initiating a rapidly fatal chain of events, 

He condemns the rash of thoracotomies occurring 
in the emergency rooms, the medical wards, and even 
in ambulances, and emphasizes that the chances of 
reviving a patient whose heart is compromised by 
intrinsic disease are extremely rare even under the 
most favorable of circumstances. 

—Alan Thal, M.D 


INSTRUMENTS AND APPARATUS 


An Improved Sump Suction Drain for the Manage- 
ment of Gastric and Intestinal Fistulas. Constante 
N. Frrme and Joun R. Paine. Surgery, 1960, 47: 436, 


AN INGENIOUS DEVICE for sump drainage is described. 
It meets many of the requirements for the control of 
gastric and intestinal fistulas and is safe and easily 
applied. The apparatus is illustrated and details of its 
construction are given in the article. 

—Harold M. Unger, M.D. 
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RADIOLOGY 


DIAGNOSTIC ROENTGENOLOGY 


Advanced Skeletal Changes in 1) 
Ricuarp M. FRIEDENBERG and 
J. Roentg., 1960, 83: 7343. 


Tus REPORT of 3 cases of advanced hyperparathy- 
roidism calls attention to the skeletal changes seen in 
this disease, which are as follows: (a) diffuse osteo- 
porosis usually associated with granular mottling of 
the skull and to a lesser extent of the long bones; (b) 
subperiosteal bone resorption most often seen in the 
fingers, clavicles, and medial aspects of the tibia; (c) 
cystic changes in the bone which are in reality solid 
tumors of low density composed of osteoblasts and 
osteoclasts; and (d) periarticular calcifications often 
localized in areas of trauma and often associated with 
pathologic fractures. | —Lois Cowan Collins, M.D. 


Discography. Cuares Keck. Arch. Surg., 1960, 80: 580. 


DiscoGRAPHY eliminates some of the shortcomings of 
myelography in the diagnosis of intervertebral disc 
disease, but is more difficult to accomplish, takes 
somewhat longer, and may cause the patient more dis- 
comfort than myelography. Since it does not rule out 
other disease, it should be used in conjunction with 
myelography. Care in performing the procedure 
minimizes pain and apprehension and, therefore, the 
preparation and technique are described in detail. 

Interpretation depends on correlation of five fac- 
tors: (1) the amount of dye accepted by the inter- 
vertebral space; (2) degree of pressure necessary to 
inject the material; (3) reproduction of patient’s pain 
on injection; (4) roentgenographic pattern of dye 
dispersion; and (5) correlation with clinical picture. 

The normal disc accepts .5 to 1.0 c.c. of contrast 
medium, and the injection pressure rises rapidly as 
the disc is distended. 

A degenerated disc, which has a lowered water 
content, will accept 1 to 3 c.c. of contrast medium. 
The patient’s low back or sciatic pain may be repro- 
duced during injection. The pattern of the contrast 
medium consists of spreading, layering, and fragmen- 
tation throughout the confines of the disc. 

Ruptured discs accept an unlimited amount of the 
contrast medium, but the quantity injected should 
not exceed 4 to 5 c.c. The roentgenogram reveals 
scattering of the dye in the disc and escape through 
the annulus fibrosus. Degenerated discs may be as- 
sociated with posterior, anterior, or lateral bulging 
of the disc. Both lateral and anteroposterior films 
must be taken to eliminate the possibility of extrane- 
ous injection. The abnormalities described are not 
necessarily of recent origin or symptomatic and must 
be interpreted in the light of the clinical picture. 

Hydrocortisone, 1 c.c. of 50 per cent solution, com- 
bined with the opaque material sometimes results in 
dramatic relief of symptoms. Subjective relief oc- 
curred within 4 to 6 hours in 67 per cent, and the 
major discomfort was relieved in 24 hours. 

—Lois Cowan Collins, M.D. 
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Radiologic Aspects of Stab Wounds of the Chest. 

Leonarp C. Dousepay. Radiology, 1960, 74: 26. 
THE AUTHOR emphasizes the importance of initial 
chest roentgenograms and sufficient follow-up exami- 
nations in patients who have sustained stab injuries to 
the chest. Three topographic areas are dealt with in 
the discussion. 

Supraclavicular and mediastinal wounds may be 
deceptive clinically. The chest roentgenograms may 
reveal widening of the superior mediastinal shadow 
caused by hemorrhage into this area. As pressure in 
the superior mediastinum mounts, rupture of the 
parietal pleura occurs and hemothorax supervenes. 

The diagnosis of stab wound of the pericardial sac 
with hemopericardium is sometimes difficult. Straight- 
ening of the border of the left side of the heart or an 
enlarged heart shadow in a patient with a chest stab 
wound is suggestive of this diagnosis. Pneumopericar- 
dium may occur with stab wounds if air is allowed to 
enter the pericardial sac at the time of injury or 
shortly thereafter. This diagnosis is made easily. 

The extent of injuries occurring as a result of stab 
wounds of the lower thorax may not be readily ap- 
parent on a chest roentgenogram. Wounds of the 
diaphragm, liver, or spleen commonly occur and may 
be present even though the chest roentgenogram re- 
veals little except pneumothorax. 

Illustrative cases are presented. In discussing the 
features of injury to the various parts of the thorax, the 
author indicates that serial roentgenograms are of 
value in leading to a correct diagnosis. Also it is 
indicated that the amount of fluid in the pericardial 
sac which is necessary to produce symptoms varies 
with the rapidity of filling of the pericardium. The 
present consensus is that wounds of the pericardium 
are best managed by aspiration rather than by open 
operation. —Fohn F. Bergan, M.D. 


Spontaneous Rejection of a Gangrenous Segment of 
the Left Side of the Colon as a Complication of 
Aortography (Elimination spontanée, par invagina- 
tion colo-rectale, du célon gauche gangréné, a la suite 
dune tentative d’aortographie). Cu. Mentua. Lyon 
chir., 1960, 56: 91. 


A MAN who had ischemia of both lower extremities, 
trophic ulceration of a toe, intermittent claudication, 
and obliteration of the distal pulses of the lower ex- 
tremities underwent lumbar aortography. Only 3 c.c. 
of dye were injected, and, on a scout film of the ab- 
domen, the dye was observed outside the lumen of the 
aorta. After the procedure the patient complained of 
abdominal pain. Five days after the aortography the 
abdomen was distended. Thirty-one days after aortog- 
raphy the patient passed a 20 cm. segment of necrotic 
large intestine by rectum. The mucosa was absent in 
this bowel segment, and the remainder of the bowel 
was necrotic. A transverse colostomy was immediately 
performed. Eight months later, the patient was again 
operated upon and a stenosed fibrotic segment of co- 
lon was resected through a combined abdominoperi- 
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neal approach. One month after closure of the colos- 
tomy, the patient was readmitted to the hospital with 
an acute abdominal condition and died soon after. At 
autopsy a dissecting aortic aneurysm was found. The 
inferior mesenteric artery was completely occluded. 
The cause of death was an occlusion of the left coro- 
nary artery. —Frederick W. Preston, M.D. 


Tomography in Intravenous Cholangiography. J. A. 
B. Jones, D. J. Manton, and E. J. Pick. Brit. 7. 
Radiol., 1960, 33: 110. 


BECAUSE OF SUPERIMPOSITION of other abdominal 
structures on the gallbladder and the biliary ducts, 
and occasionally, confusion due to opaque material in 
the renal pelvis, tomography offers a definite ad- 
vantage in demonstration of the bile ducts and the 
gallbladder. In a series of 48 consecutive cases of in- 
travenous cholangiography a confident diagnosis 
could be made on the basis of plain films alone in only 
10 cases. In a further 10 cases a diagnosis could be 
made on the plain films but the tomographs were use- 
ful in eliminating doubts. In 16 patients no additional 
information was obtained by tomography. 
Technically, the procedure requires close supervi- 
sion of the roentgenologist. Twenty-five minutes after 
the intravenous injection of biligrafin a plain roent- 
genogram was taken and viewed wet. If even a trace 
of contrast medium was noted in the ducts tomographs 
were taken (at 35 to 40 minutes); if no excretion was 
seen, a second plain film was taken at 45 minutes and 
immediately followed by tomographs. In this series if 
the ducts were not visible at this time, subsequent 
films were taken after a longer interval. In no instance 
in which the ducts had not filled by 45 minutes were 
they demonstrated by subsequent films taken up to 
100 minutes after injection. Therefore such later films 
are not advised. Four tomographic cuts were taken, 
the levels arbitrarily varying from 7 to 10 cm. in thin 
patients to 9 to 12 cm. for larger patients. Several 
cases demonstrating the advantage of the tomographs, 
both in eliminating superimposed structures and giv- 
ing better contrast are illustrated. This series shows 
that tomograms should be taken whenever intravenous 
cholangiography is performed unless the major ducts 
are clearly shown to be normal on the first plain film. 
The facilities for tomography should always be avail- 
able as it is impossible to predict before starting the 
examination when tomography will not be required. 
—Lois Cowan Collins, M.D. 


Treatment of Incidents Occurring During Cholangi- 
ography with Biligrafin (Zwischenfaelle bei Gallen- 
blasenuntersuchungen mit Biligrafin und ihre Behand- 
lung). W. FrommMHotp and H. Brasanp. Fortsch. 
Roentgenstrahl., 1960, 92: 47. 


ALTHOUGH THERE IS unanimous recognition of the 
value of biligrafin, many restrict its use because of 
fear of side reactions and even death. The authors 
believe that the safety of its application should be 
based on a critical evaluation of the deaths reported 
as occurring during its use. They have therefore re- 
viewed the 22 cases reported with the aim of dis- 
covering the direct and indirect causes of death and 
the most successful prophylaxis and therapy in case of 
reaction. 


Death was considered a true contrast material 
reaction in the first 10 cases although in the fourth 
case the simultaneous injection of novocain cast some 
doubt on this. By using the strictest criteria cases 11 
and 12 are included, the authors noting that severe 
myocarditis in case 11 represented a contraindication 
and that in case 12 autopsy findings revealed mal- 
formations of the hepatobiliary system and the urinary 
tract. Cases 17 to 22 were considered true contrast 
material deaths by using the most austere criteria 
despite very incomplete reports. 

Since its introduction in 1953 an estimated 6.2 
million cholecystographies have been performed with 
biligrafin with a mortality rate of 0.00035 per cent. 
When narrowed down to true contrast material 
deaths the figure is revised to 0.00027 per cent. The 
authors consider this a very low figure. 

Once the allergic reaction is noted, only a rapid 
succession of clearly appropriate actions can result 
in success. This calls for a well trained team working 
almost automatically with immediately available 
equipment and medication. There should be (1) 
establishment of indications between clinician and 
roentgenologist; (2) a review of the history to discover 
allergies, circulatory disturbances, or hepatobiliary 
disease, all of which present relative or absolute con- 
traindications to its use; (3) injection should be per- 
formed only by a physician; and (4) the injection 
should never be given with the patient sitting up. The 
injections should be given in a room specially equip- 
ped with instruments and resuscitative agents. Fresh 
air or oxygen should be given at the first sign of reac- 
tion and central analeptics should not be used. 

— Max L. Smith, M.D. 


Splenoportography (Esplenoportografia; Indicaciones, 
técnica, interpretacién). MATEO GALLEGO TEJEDOR. 
Rev. espan. enferm. ap. digest., 1959, 18: 1317. 


THIS REPORT is based on 300 splenoportograms made 
in several clinics in Madrid. Splenoportography 
furnishes precise morphologic data on the splenic 
and portal veins, more exact than the surgeon can 
obtain by laparotomy. This diagnostic tool is helpful 
in showing compression, shift, and partial or total 
occlusion of splenic and portal veins. It reveals the 
intrahepatic portal ramifications. When it is com- 
bined with splenic manometry, which is performed 
routinely at the time of splenoportography, physio- 
logic and pathologic data on the velocity of portal 
flow, as well as information regarding hypertension 
from obliterative lesions and the presence of stenosis, 
tumors, cysts, metastases, and varices can be obtained. 

The author discusses failures, inconveniences, and 
accidents. Sometimes it is difficult to hit the spleen 
with the needle. The injection itself is usually painless 
but accompanied by a transitory feeling of warmth. If 
contrast medium is deposited outside the splenic 
capsule, pain results. 

Twice in this series the operator punctured hydatid 
cysts of the spleen or the left lobe of liver. The cyst was 
evacuated of fluid and 2 c.c. of formalin 40 per cent 
were injected, followed by emergency operative re- 
moval of the cyst. One patient was transfused through 
the splenic needle. One patient with hepatitis be- 
came more jaundiced. 
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The article contains 20 portograms illustrating 
various physiologic and pathologic states. Portal 
occlusions and the presence of extensive gastric, 
esophageal, and diaphragmatic collateral circulation 
are well illustrated. ‘The author’s clear explanation of 
the relatively simple technique, the good pictures 
obtained, and the safety of the procedure encourage 
the reader to try splenoportography in his own hos- 
pital. — William B. Gallagher, M.D. 


Pelvic Arteriography in the Study of Gynecologic 
Disease (L’arteriografia pelvica nello studio della 
patologia ginecologica). N. Macarini, M. Scursa- 
Tone, and N. Zinicota. Radiol. med., Milano, 1959, 
45: 1041. 


Tue FINDINGS obtained by retrograde femoral pelvic 
arteriography in 11 women with gynecologic disease 
are reported. The original text is comprehensively 
documented with arteriograms, including four expo- 
sures made of normal subjects for purposes of com- 
parison. The examinations were conducted under 
general anesthesia and the opaque substance em- 
ployed was a tri-iodate. 

The 11 cases of gynecologic disease included 3 cases 
of uterine fibroma, 1 case of intrauterine fibrosis and 
polyposis, 4 cases of benign and malignant cystic 
tumors of the ovary and epoophoron, and 3 cases of 
malignant neoplasm located in the pelvic cavity. 

The authors do not intend to imply that these 
various types of gynecologic disease are readily diag- 
nosed and distinguished from one another solely by 
means of this arteriographic method of examination; 
in fact, in these patients, especially in less evolved 
conditions, the diagnosis by means of arteriography 
may prove difficult or impossible. Pelvic arteriogra- 
phy for the diagnosis of gynecologic disease is con- 
sidered as merely supplemental to the other tried and 
tested diagnostic methods in this field; however, in 
some instances the opacification of the arterial chan- 
nels of the pelvis may prove diagnostically decisive. 
This consideration is of particular significance in the 
case of malignant neoplasms, and here the authors 
suggest that the greatest value of the method will be 
found in the diagnosis of the malignant tumor and of 
its location and extent, particularly in those instances 
in which the other methods of examination are inclu- 
sive, especially when there are no biopsy specimens. 

— John W. Brennan, M.D. 


Presacral Retroperitoneal Pneumography Combined 
with Pyelography. Nestor R. Canoy. 7. Philippine 
M. Ass., 1960, 36: 1. 


Massgs in the retroperitoneal area can be demon- 
strated clearly by using special techniques in addition 
to plain roentgenograms of the abdomen. 

Body section roentgenography, especially with the 
multiplane cassette to minimize exposure, combined 
with pyelography is very satisfactory but requires 
special equipment. 

Retrorectal injection of air combined with intra- 
venous pyelography has proved safe and satisfactory 
in 42 patients examined by the author. Pyelography 
was retrograde in 2 of these cases. 

Lack of untoward reaction in the author’s cases is 
attributed to use of a relatively small quantity of air, 
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500 to 700 c.c., and use of the left lateral position for 
the injection, minimizing air embolism. 

Review of 24 fatalities reported to follow 9,201 pre- 
sacral air injections revealed that all but 2 injections 
had been made with the patient in the knee-chest 
position and that the 2 patients were turned to lateral 
position only after embolism occurred. Carbon dioxide 
is not recommended because, although its rapid ab- 
sorption minimizes embolism hazard, it is absorbed so 
rapidly that it is difficult to get satisfactory films. 
Seven cases are reported and illustrated. 

—Lois Cowan Collins, M.D. 


The Localization of Stones in the Renal Drainage 
System by Means of Planigraphy (Ueber die Plani- 
graphie zur Lokalisierung von Steinen im Nierenhohl- 
system). E. Hayjés. Zschr. Urol., 1960, 53: 43. 


IN A PREVIOUS COMMUNICATION the author presented 
the usefulness of planigraphy (laminagraphy) in the 
localization of ureteral calculi. This report deals with 
the usefulness in the localization of stones within the 
calyceal system or the pelvis of the kidney. The help- 
fulness of this procedure is illustrated with lamina- 

‘ams. 

This method is also useful for localization of metallic 
foreign bodies in the region of the kidney and for the 
clarification of pyelograms in patients who have ex- 
tensive distention of the bowel with gas. 

—S. Richard Muellner, M.D. 


Intraosseous Phlebography. Cart C. ARNoLpr and 
Gunnar Bauer. Angiology, 1960, 11: 44. 


INTRAVENOUS PHLEBOGRAPHY of the leg demonstrates 
the deep veins and the competence of the valves of the 
communicating veins and perforating arteries of the 
ankle and the saphenofemoral junctions. The subcu- 
taneous veins fill only when the valves are incompe- 
tent. Injection may be made into either the malleolus of 
the tibia, the lateral aspect of the calcaneus, or 
the tuberosity of the tibia; or, for pelvic and abdom- 
inal veins, into the greater trochanter of the femur. 

After local anesthetization of skin and periosteum, a 
wide calibered needle on a handle is introduced 
through the substantia spongiosa; the handle is then 
removed and the syringe is attached. 

Aspiration of a few drops of blood proves the needle 
to be in position; a few milliliters of xylocaine 0.5 per 
cent is injected and the patient is tilted to an almost 
vertical position. 

The leg being examined is rotated internally about 
30 degrees and weight supported by the other leg. 
Twenty milliliters of 35 per cent umbradil is injected 
as fast as possible and the first exposure is made as soon 
as the injection is finished. 

The previously instructed patient then tramps a 
spring pedal under his foot as far down as possible 
three times. This requires strong contractions of the 
soleus muscle. An exposure made immediately after- 
wards will show, in the normal leg, that all contrast 
medium has left the crus. Retention indicates that one 
of the factors which combine to form the ‘“‘venous 
pump” is failing. 

In about 200 consecutive cases, the only complica- 
tion encountered was back flow of contrast medium 
into subcutaneous tissues in one case. This can be 
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avoided by care not to widen the opening in the sub- 
stantia compacta as the needle is introduced. 
—Lots Cowan Collins, M.D. 


ROENTGEN AND COBALT TELETHERAPY 


Remission of Graves’ Disease 
of a Pituitary Neoplasm. JosepH W. JAILer and 
Donatp A. Horus. Am. JF. Med., 1960, 28: 497. 


A case is reported in which irradiation, 3,560 r in 5 
weeks, to an enlarged sella turcica produced remis- 
sion of hyperthyroidism and of a unilateral exophthal- 
mus. It is suggested that hyperpituitarism with in- 
creased thyroid-stimulating hormone was the cause 
of this patient’s thyrotoxicosis. 

—William T. Moss, M.D. 


RADIOACTIVE ISOTOPES 


Factors Which Influence the Radioactive Iodine 
Thyroidal Uptake Test. Ricarp R. Grayson. Am. 
J. Med., 1960, 28: 397. 


THE AUTHOR presents an excellent review of the com- 
mon factors altering I'3! uptake and there is a brief 
discussion of the physiology involved. The article is a 
good guide to the evaluation of [431 thyroidal uptake. 
—William T. Moss, M.D. 


The Diagnosis of Thyroid Cancer with Radioactive 
Phosphorus. NorMAN B. AcKERMAN, Donatp B. 
SHAHON, and James F, Marvin. Surgery, 1960, 47: 615. 


IN THIS PRELIMINARY REPORT, a diagnostic test for 
thyroid cancer employing radioactive phosphorus 
(P) uptake is described. The uptake of the area 


suggestive of malignancy is compared with that of 
surrounding areas in the neck. 

It has been known for some time that P® uptake 
and metabolism are increased in neoplastic tissue, 
Twenty-nine patients were studied in this series and 
the results of the test were positive in 6 and negative 
in 23. In 5 of the 6 positive cases the tumor was ma- 
lignant, the one exception proving to be a highly 
cellular Hashimoto’s disease. Of the 23 patients with 
negative studies, 15 were operated upon. In 14 the 
tumor was benign. One patient had an exceptionally 
well differentiated follicular carcinoma. Among the 
positive tests there. was no significant differentiation 
in P® uptake between the different types of malignant 
lesions, except for the greatly increased uptake of the 
anaplastic carcinoma. Techniques are discussed in 
detail. — James H. Holman, M.D. 


IRRADIATION INJURIES 


Diagnosis of Radiation Injury and Analysis of the 
Human Lethal Dose of Radiation. Eucene P. 
CRONKITE and Victor P. Bonn. U.S. Armed Forces M. 
1960, 11: 249. 


THE NEED for a simple biologic measure of the dose 
of radiation received is reviewed. Several possible 
tests are evaluated including the leucocyte count and 
the mitotic index of bone marrow, particularly on the 
fourth day after exposure. The LD, remains poorly 
defined for man but these authors believe it to be 
nearer 350 r than the frequently quoted 450 r. Be- 
tween the doses of 200 r and 450 r the administration 
of blood transfusions and antibiotics can significantly 
alter the death rate. —William T. Moss, M.D. 
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SURGICAL TOPICS OF GENERAL INTEREST 


ETIOLOGIC AND PHYSIOLOGIC RESEARCH 


The Metabolic Effects of Infusion of Protein Hydroly- 
sate in Experimental Shock in Dogs (Les effets mé- 
taboliques d’une perfusion d’hydrolysats de protéines 
au cours d’un choc expérimental chez le chien). J. 
Caun, M. Herotp, I. Van Hotten, N. Barre, and 
P. Huet. Anésthesie, Par., 1959, 16: 711. 


Arter induction of anesthesia with mebubarbital 
given intravenously and endotracheal intubation, 
experimental shock was produced in dogs in the fol- 
lowing manner: through a median laparotomy inci- 
sion evisceration of the bowel was carried out and the 
mesenteric pedicle was cross-clamped for 10 minutes. 
Fifteen minutes later 5 ml./kgm. of body weight of 
blood was removed from the animal by way of the 
femoral vein. 

Various physiologic and biochemical parameters of 
this group were compared with those in another series 
of dogs treated with protein hydrolysate administered 
intravenously. The protein hydrolysate was adminis- 
tered at the time the mesenteric pedicle was cross- 
clamped (2.5 ml./kgm.), at the time of release of the 
clamp (5 ml./kgm.), and 15 minutes after bleeding 
(7.5 ml./kgm.). The protein hydrolysate and the 
anesthesia produced no significant hemodynamic 
changes. 

After evisceration and cross-clamping of the 
mesenteric pedicle the protein hydrolysate appeared 
to maintain arterial pressure, to slow down the pulse 
rate, to do away with the irregularities of rhythm, and 
to decrease the drop of oxygen consumption found in 
untreated animals. After the clamp was removed from 
the mesenteric pedicle, the protein hydrolysate re- 
versed the pressure drop found in the control dogs. 
The oxygen consumption and respiratory rhythm 
were at the same time accelerated. After bleeding, the 
protein hydrolysate restored arterial blood pressure, 
oxygen consumption, and the pulse rate. Only the re- 
moval of additional blood produced a drop in blood 
pressure similar to that in the controls. 

The intravenous administration of protein hydrol- 
ysate did not affect the oxygen content of the blood, 
but the per cent saturation was maintained within 
normal limits, whereas it decreased in the control 
shock series. In addition, increased utilization of 
oxygen in the tissues was noted. The arteriovenous 
CO, difference was lower after the administration of 
protein hydrolysate than it was in untreated shock. 
Decompensated acidosis was also prevented. Hemo- 
concentration, a prominent finding in shock, was pre- 
vented. Potassium, sodium, chlorine, and calcium 
serum levels remained relatively stable. Blood pro- 
teins, especially the alpha fractions, tended to 
decrease. 

The authors believe that protein hydrolysate has a 
favorable influence on the metabolic derangements in 
shock, especially on such disorders as tissue anoxia, 
acidosis, and hemoconcentration. 

—Karel B. Absolon, M.D. 
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CANCER RESEARCH AND CHEMOTHERAPY 


Experimental Production of Cancer with Tobacco 

‘ar and Heat. D. GovinpaA Reppy, D. BHASKARA 

Reppy, and P. RAMACHANDRA Rao. Cancer, 1960, 13: 
263. 


A HIGH FREQUENCY of palatal cancer is recorded in 
women in the coastal districts of Andhra Pradesh, 
Republic of India, who smoke cigars with the burning 
end inside the mouth. Men in the same district who 
smoke cigars in the normal way have a low incidence 
of palatal cancer. Since the thermal factor is the only 
difference to account for the varied incidences be- 
tween the sexes, experiments were undertaken to 
evaluate the role of heat in the production of cancer. 
Tar obtained by condensation of cigar smoke was used 
for painting the skin of laboratory mice, and some of 
the mice were additionally exposed to heat, 58 de- 
grees C., immediately after painting. There was evi- 
dence that the heat functioned as a cocarcinogen and 
accelerated neoplastic changes in the skin of the mice. 
—Harvey W. Baker, M.D. 


The Role and Action of Environmental Agents in the 
Pathogenesis of Lung Cancer—II, Cigarette Smoke. 
Paut Kotin and Hans L. Fak. Cancer, 1960, 13: 250. 


THE AUTHORS agree that the scientific evidence avail- 
able establishes beyond reasonable doubt that ciga- 
rette smoking is a causative factor in the rapidly 
increasing incidence of human epidermoid carcinoma 
of the lung. Data from two spheres of laboratory 
investigation tend to corroborate the epidemiologic 
association. These are: (1) the detection of carcino- 
genic hydrocarbons in cigarette smoke and (2) the 
demonstration that cigarette smoke adversely affects 
the epithelial lining of the respiratory tract so that 
ciliary action is impaired, mucous flow is slowed, 
retention of carcinogenic particulate matter facili- 
tated, and cellular permeability increased. There are 
many inconsistencies when one attempts to ascribe the 
role of cigarette smoke in the development of lung 
cancer to the carcinogenic hydrocarbons present. The 
second factor, the adverse effect on the respiratory 
epithelium, has considerable support from laboratory 
data. —Harvey W. Baker, M.D. 


ORGAN TRANSPLANTS 


A Technique of Bone Marrow Transplantation in 
Man. Robert ScHWARTZ, DwijENDRA K. Misra, and 
Wi1iuiaM DaMESHEK. Blood, N. Y., 1960, 15: 137. 


IN THE LIGHT of experience with more than 100 bone 
marrow transplantations during a 2 year period, the 
following technique was developed. 

Under aseptic conditions in the operating room, 
the donor is positioned on his side with the knees 
drawn up to his abdomen. The skin is prepared and 
the area draped. The subcutaneous tissues and peri- 
osteum over the posterior iliac spines are infiltrated 
with 2 per cent novocain. 
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A Vim-Silverman needle is then inserted through 
the posterior iliac spine into the marrow cavity. The 
stylet is withdrawn and a 30 c.c. syringe containing 
5 c.c. of heparinized Earle’s solution is attached. Five 
to 10 c.c. of marrow are aspirated and the needle is 
then rotated 20 degrees and advanced 0.5 cm. This 
process of advance, rotation, and aspiration is re- 
peated until the tip strikes the ventral cortex. It is then 
withdrawn as far as the dorsal cortex and redirected 
at a different angle. The same procedure is repeated 
in 12 sectors of each posterior iliac spine, 300 to 400 
c.c. of marrow usually being obtained. Marrow 
clumps are immediately broken up in a tissue homog- 
enizer and the marrow is transferred to a vacuum 
bottle. Samples are taken for cell count and culture. 

Marrow thus prepared is transfused to the recipient 
by the intravenous route over a period of less than 
3 hours. Intramedullary instillation has been used in 
some cases. 

No significant complications were encountered in 
the donors. In one recipient, an already present 
thrombocytopenia became worse, and the patient 
died of cerebral hemorrhage. In 3 neutropenic re- 
cipients who were receiving heavy corticosteroid dos- 
age severe infections developed which appeared to 
contribute to fatal outcomes. 

There appears to be no need to subject donors to 
multiple sternal punctures or to rib resection to ac- 
quire marrow. Adequate aspirations rich in marrow 
particles are obtainable by the technique described. 

—Stanley W. Tuell, M.D. 


Some Observations on the Treatment of Postirradia- 
tion Hematopoietic Depression in Man by the In- 
fusion of Stored Autogenous Bone Marrow. N. B. 
Kurnick, BERNARD H. FEDER, ANDREW MoNnTANO, 
James C. Gerpes, and Rospert Nakamura. Ann. Int. 
M., 1959, 51: 1204. 


ANTIBODY PRODUCTION and other mechanisms of im- 
munity still constitute significant obstacles to the use 
of homologous bone marrow transplantation in man. 
Autogenous bone marrow transplants do not present 


these obstacles. Such transplants were utilized in 4 
patients who had had extensive irradiation for malig. 
nant disease 6 months to 2 years previously, and whose 
bone marrow had been stored prior to irradiation. In 
10 other patients, bone marrow was withdrawn and 
stored prior to irradiation, but their subsequent blood 
count depression was mild so their marrow infusions 
were withheld. These 10 served as controls. 

The cases of only 2 of the infused patients are re- 
ported in detail. A patient with testicular teratoma 
and pulmonary metastases received 2,000 r to the 
torso, after which the granulocyte count dropped to 
1,500, the platelet count to 15,000, and the hemato- 
crit and hemoglobin to 65 per cent of their preirradia- 
tion levels. His own preserved bone marrow was 
diluted with hypertonic glucose and saline and an 
amount containing approximately 400,000,000 viable 
nucleated cells was infused intravenously. Within 2 
weeks, the patient’s marrow was normal, and it was 
hyperplastic after 6 weeks. In 7 weeks, the granulo- 
cyte count was 6,000 and the hematocrit and hemo- 
globin were back to normal. The hyperplastic mar- 
row was again collected and preserved. A second dose 
of irradiation produced a leucopenia of 1,800 and a 
thrombocytopenia of 10,000. Again, there was a 
prompt response after infusion of the patient’s own 
marrow and the marrow was hyperplastic within 2 
weeks. Similar treatment was equally effective in a 
second case reported in detail. 

Control patients had lesser degrees of leucopenia 
and thrombocytopenia. Peripheral counts gradually 
improved again without bone marrow infusion, but 
moderate to severe marrow hypoplasia persisted, 
even in 3 patients followed up more than a year. 

Bone marrow cells probably remain viable in- 
definitely at —79 degrees C. Marrow is routinely 
collected from all patients who are to receive intensive 
irradiation or marrow-suppressing chemotherapy. 
The marrow of patients with leukemia or Hodgkin’s 
disease is also being stored during remissions for pos- 
sible use after intensive therapy for subsequent re- 
lapses. —Stanley W. Tuell, M.D. 


